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PHYSICIANS FOR UNDERSERVED AREAS ACT 


THURSDAY, MAY 18, 2006 

House of Representatives, 

Subcommittee on Immigration, 

Border Security, and Claims, 

Committee on the Judiciary, 

Washington, DC. 

The Subcommittee met, pursuant to notice, at 2:04 p.m., in Room 
2141, Rayburn House Office Building, the Honorable John N. 
Hostettler (Chairman of the Subcommittee) presiding. 

Mr. Hostettler. The Subcommittee will come to order. 

Good afternoon. Today’s hearing will examine H.R. 4997, the 
“Physicians for Underserved Areas Act.” This legislation is spon- 
sored by Congressman Jerry Moran, who has joined us today as a 
witness. 

H.R. 4997 makes permanent the J-1 visa waiver program for 
physicians who agree to work in underserved areas — sometimes re- 
ferred to as the “Conrad program” after the original author of the 
program. Senator Kent Conrad. 

Under current law, foreign doctors may come to the United 
States to complete their residency training. Many do so using the 
J-1 visa, which is for cultural exchange and training programs. 

One of the requirements for physicians who use the J visa is that 
the participant return to his or her country for 2 years upon com- 
pletion of the training program in the United States. The purpose 
of this foreign residency requirement is to encourage American- 
trained physicians to return to their country and improve medical 
conditions there. 

Since 1994, Congress has waived the 2-year foreign residency re- 
quirements for physicians who agree to work in an underserved 
area of the United States as designated by the Department of 
Health and Human Services. Each State receives 30 such waivers 
per year. 

The waiver program allows States to recruit physicians to areas 
that may be considered unattractive to American physicians. Many 
communities that might otherwise have no access to medical serv- 
ices now have physicians nearby as a result of this program. It also 
responds to an overall shortage of physicians in the United States, 
a shortage that seems to be growing. 

While today’s hearing will address legislation to reauthorize a 
visa program for foreign physicians, I believe Congress must also 
focus on other ways to address the physician shortage. First, I am 
interested to hear from our witnesses today what is being done to 
increase the capacity of medical training programs here in the 
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United States. Educating more physicians here at home is one ob- 
vious way we can alleviate the shortage. 

I’m also interested in the expansion of programs, such as the Na- 
tional Health Services Corps, which provides incentives for U.S. 
physicians to work in underserved areas. 

In looking at the J-1 visa waiver program, we must keep in mind 
the intent behind the 2-year foreign residency requirement. We 
want to make sure that we aren’t facilitating “brain drain” from 
countries that desperately need well-trained medical personnel. 

In its 2006 World Health Report, the World Health Organization 
cited the migration of health care workers from poorer countries to 
richer countries as a major problem whose “consequences can be 
measured in lives lost.” 

J visas are designed to allow foreigners to participate in ex- 
change and training programs here in the U.S. and then take those 
skills back to their home country. But right now, a significant por- 
tion of these physicians are staying here in the United States. 

Another factor that is complicating the training goal of the J-1 
visa program is that foreign physicians are now using the H-IB 
visa to come to the U.S. for their residencies. Physicians who come 
to the U.S. on an H-IB visa for the residency training are not re- 
quired to return to their home country for 2 years. 

As a result, foreign physicians prefer to use the H-IB and fewer 
are using the J-1 visa. With fewer physicians using the J-1 pro- 
gram, there are fewer available physicians to participate in the J- 
1 waiver program to work in underserved areas, and there are also 
fewer physicians returning to needier countries. 

I believe we need to closely examine this disparity in treatment 
and consider a uniform policy for foreign physicians who receive 
training in the U.S. The J-1 visa waiver program may be helpful 
in getting physicians to underserved areas, but it is, hopefully, a 
temporary fix to a much larger problem. 

I am hopeful that this Committee and other Committees of juris- 
diction will work to find ways to educate and train greater num- 
bers of American physicians and reduce our reliance on foreign 
physicians. 

At this time, the Chair recognizes the gentlelady from Texas, the 
Ranking Member of the Subcommittee, Ms. Jackson Lee, for pur- 
poses of an opening statement. 

Ms. Jackson Lee. Thank you very much, Mr. Chairman. 

I appreciate this hearing. I appreciate the witnesses. And you 
have certainly crafted or laid the parameters down that it is com- 
plex, but it’s a good program. 

And the legislation that my friend and colleague Mr. Moran has, 
has great merit because we do know that there are certain con- 
cerns that you’ve expressed that I join you in. We don’t want to 
have a brain drain of some of our developing nations all over the 
world. In fact, we want to be partners in good health care. 

But at the same time, we want to ensure the normal flow of tal- 
ented physicians in underserved areas, and I might say, with a 
State as big as Texas, we’re already asking for an increase or a 
need that would cover the vast State — ^vast areas of our State. 

So we know that we have to find a way to answer your concerns 
to discern the purpose of the utilization of other visas versus the 
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J-1. We have to address the question of overstays, and I might say 
we have to address the question of training more American doctors, 
helping our Nation’s medical schools, and providing resources for 
nurses in America, and training and teachers. 

But I do believe that this is a valuable program, and I’m de- 
lighted that the GAO is present, Mr. Chairman, because I do want 
to acknowledge, as you well know, that Senator Conrad and myself 
asked for a GAO study to assess where we are in this program and 
how we can make it effective. And I look forward to your testi- 
mony. 

I mentioned, again, the legislation of Congressman Jerry Moran 
that was introduced just recently, H.R. 4997. And specifically, it 
would make the J-1 visa program permanent. 

The J visa is used for one of the educational cultural exchange 
programs that has become a gateway for foreign medical graduates 
to gain admission to the United States as non-immigrants for the 
purpose of graduate medical education training. The visa that most 
of these physicians enter under is the J-1 non-immigrant visa. 

And let me just say this. I had the opportunity to speak before 
the National Convention of Indo-American Physicians and Pakistan 
Physicians. They are what the oath that they take represents. 
They’re healers. They want to do what is right. 

But I tell you, one of the number-one issues was what was hap- 
pening to the J-1 visa because they wanted to use it in a positive 
sense. And I made a commitment in a legislative manner, which 
is to say that this Congress would take the J-1 visa program seri- 
ously and know of their interest and passion. 

One of the doctors in particular was Dr. Kudir, who has formerly 
served — or has served as the leadership of the Pakistan-American 
doctors. But they wanted it to be constructive. And they are partici- 
pants in making the J-1 visa work, not to abuse it. And I think we 
should engage physicians and those who participate in this pro- 
gram to make it work. 

The physicians who participate in the J-1 visa programs are re- 
quired to return to their home country for a period of at least 2 
years before they can apply for another non-immigrant visa or legal 
permanent resident status, unless they’re granted a waiver of this 
requirement. 

In 1994, Senator Kent Conrad established a new basis for waiver 
of this requirement with an amendment to the Immigration and 
Nationality Act. It was known as then as the Conrad State 20 pro- 
gram. It permitted each State to obtain waivers for 20 physicians 
by establishing that they were needed in health professional short- 
age areas known as HPSAs. 

On November 2, 2002, the Conrad 20 program was extended to 
2004, and the number of waivers available to the States were in- 
creased to 30. This program, which is now referred to as the 
“Conrad 30” or “State 30” program, expired on June 1, 2004. 

On December 3, 2004, it was reinstated and extended to June 1, 
2006. That is why we’re here today, which is only a few weeks from 
now. Congressman Moran’s Physicians for Underserved Areas Act 
would eliminate the need for future extensions by making the pro- 
gram permanent. 
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And I might say because of the recounting of the yearly or every 
other year extension, it might make sense that we have the param- 
eters and the strictures or the structure of the program such that 
we can address the permanent aspect of it. 

When the Conrad 30 Program was established in 1994, most of 
those studying the supply of physicians in the United States were 
concerned about the distribution of physicians, as opposed to the 
total number of doctors being trained. It is now generally recog- 
nized that we’re facing a severe physician shortage. The Health 
Policy Institute eliminates — estimates that the shortage could grow 
to as much as 200,000 by 2020, an astounding possibility in view 
of the fact that the physician population in the United States cur- 
rently is only about 800,000. 

And might I say that I am not bragging about this catastrophe, 
it is one. Obviously, we have to do something outside the jurisdic- 
tion of this Committee with our Nation’s medical schools, the en- 
couragement of physicians or medical students, and certainly 
health care in America. 

But given where we are today, this is a needed program. The 
failure to forecast this severe physician shortage may explain why 
from 1980 until last year no new medical schools opened in the 
United States. According to the Health Policy Institute, the United 
States needs to produce an extra 10,000 physicians per year over 
the next decade and a half in order to meet the demands of the 
country. 

This number assumes that the number of foreign-educated physi- 
cians will remain constant. We might need to have “hug a physi- 
cian” day in America. 

Senator Conrad and I have asked the General Accountability Of- 
fice to do a survey of State views on the Conrad 30 program. All 
50 States filled out a GAO questionnaire and promptly returned it 
to the GAO. One of the GAO investigators will testify about the re- 
sults of that survey, and so I’ll look forward to that. 

Approximately 80 percent of the States reported that the annual 
limit of 30 waivers per State is inadequate. Only 13 percent re- 
ported that it is inadequate. Excuse me. I’m sorry. Eighty percent 
of the States reported that the annual limit of 30 waivers per State 
is adequate, and only 13 percent said it was inadequate. 

Eleven States estimated that they need between 5 and 50 more 
waiver physicians, which would total 200 more waiver physicians. 
Eorty-four States did not use all of their allotted, and the total of 
the unused waivers for the year was 664, which is one of my views 
of being able to move some of the waivers from State to State. 

The J-1 visa program has been in effect now for more than a dec- 
ade. In addition to being a good source of additional physicians, it 
ensures that additional physicians will go where they are most 
needed, health professional shortage areas in both rural and urban 
settings. 

I can assure you, Mr. Chairman and to this Committee, that it 
is important for us to have this hearing, but more importantly, to 
take it seriously and to address the concerns of our States, but also 
Americans who need good health care. 

And I look forward to admitting certain letters, but I will hold 
them for the witnesses’ testimony, and I believe that, together, we 
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can make this program effective and provide the good health care 
for all Americans. 

With that, I yield back. 

Mr. Hostettler. I thank the gentlelady. 

The Chair will now introduce members of our panel of witnesses. 

The Honorable Jerry Moran began his career in public service in 
the Kansas State Senate, serving 8 years in that body, including 
2 years as majority leader. As the representative in Congress of 
Kansas’s 1st District, which has more hospitals than any congres- 
sional district in the country, Mr. Moran has been a leading advo- 
cate for health care reform, rural health care in particular. 

Congressman Moran has been supportive of community health 
care centers and has introduced additional measures, such as the 
Community Pharmacy Preservation Act, which seeks to keep small- 
town pharmacies open and accessible. 

His efforts in Congress have earned Mr. Moran the top legisla- 
tive award from the National Rural Health Association. He is the 
sponsor of the bill H.R. 4997, the legislation that this panel is dis- 
cussing today. 

Edward S. Salsberg began his career in public health in 1984 at 
the New York State Department of Public Health, where he served 
as a bureau director. In 1996, Mr. Salsberg left the department to 
found the Center for Health Workforce Studies at the School of 
Public Health of the University at Albany of the State University 
of New York, where he served as its executive director. 

Mr. Salsberg has authored and co-authored numerous reports on 
the health care workforce and has spoken throughout the country 
on the topic. He currently serves as director of the Center for 
Workforce Studies at the Association of American Medical Colleges. 

John B. Crosby became the executive director of the American 
Osteopathic Association in May 1997. Prior to joining the AOA, he 
spent 6 years at the American Medical Association as senior vice 
president for health policy, where he was actively involved with 
policy development and strategic planning. 

He currently serves on the board of directors of the Chicago 
Health Policy Research Council and the Health Care Quality Alli- 
ance in Washington, D.C. Mr. Crosby has worked on health care 
issues for both the private and public sectors since 1977. He has 
served in positions at think tanks, trade associations, and on Cap- 
itol Hill. 

Leslie G. Aronovitz began her service to the U.S. Government Ac- 
countability Office at GAO’s Atlanta office in 1974. Before working 
on health and income security issues, Ms. Aronovitz was an assist- 
ant director in GAO’s Accounting and Financial Management Divi- 
sion. There, she directed much of GAO’s work on the quality of au- 
dits performed by public accountants. This work led to important 
changes in the way the accounting profession engaged in self-moni- 
toring. 

Ms. Aronovitz has served as director of GAO’s health care team 
for the past 15 years. Among her numerous responsibilities as di- 
rector of the team is research on health professions shortages. 

Gentlemen and lady, we appreciate your presence here today, 
and you will notice we have the light system, and we ask — and 
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without objection, your entire written testimony will be made a 
part of the record. 

If you can keep within that 5 minutes as much as possible, we 
will give an opportunity for the panel to ask questions. 

Congressman Moran, you are recognized. 

TESTIMONY OF THE HONORABLE JERRY MORAN, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF KANSAS 

Mr. Moran. Mr. Chairman, thank you very much. Thank you for 
the privilege of appearing before your Subcommittee today. 

I appreciate your comments and am pleased to support your ef- 
fort to broaden the inquiry about increasing the availability of 
health care professionals across the country. I appreciate Ms. Jack- 
son Lee and her efforts; we were engaged as allies the last time 
this program was reauthorized in 2002. 

I’ve been a Member of Congress now for a decade. Much of my 
focus in Washington has been about access to health care. I rep- 
resent one of the most rural districts in the country. My largest 
community is a population about 45,000. 

I represent three quarters of the geography of Kansas, and you 
are correct. We have 75 hospitals in the congressional district, 
more than any congressional district in the Nation. 

My constituents drive long distances to access health care. They 
are elderly, generally, and income levels are — would be below the 
national average. I have been engaged in the Rural Health Care 
Coalition and its efforts since coming to Congress and have served 
as its chairman for a number of years. 

My colleague in co-sponsoring this bill, Mr. Pomeroy, the gen- 
tleman from North Dakota, is the co-chairman of the Rural Health 
Care Coalition today. 

This issue is one that I think matters so much. In fact, I believe 
that health care is the number-one domestic issue we face in the 
country today. And it is about access, but it’s also about afford- 
ability. 

And I have been involved in the J-1 visa program since coming 
to Congress. Many of the physicians who serve, who provide health 
care services to my constituents, are J-1 visa doctors. 

And you were right in your recitation of the history. This has — 
came about, this program came about in 1994. We’ve also had a 
companion Federal J-1 visa program. And surprising to me and 
perhaps to others, Kansas was not a participant in the J-1 visa pro- 
gram on the State level until 2002. Prior to that, we relied upon 
the United States Department of Agriculture to provide J-1 visa ac- 
cess through the Federal program. 

And since 2002, when we started the Conrad — now Conrad 30 
program, we have provided 66 physicians to the people of our 
State. The population of America is 25 percent rural, and yet physi- 
cians, their practice, only 10 percent of practicing physicians have 
their practice in rural America. So there’s a tremendous shortage. 

Having outlined the rural nature of my district and my focus in 
Congress, I also would like to point out that the J-1 visa program 
is important to urban areas of the country. It is not just a rural 
issue. Many of the core centers of our cities face the same dilemma 
in trying to attract and retain physicians. 
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It’s been my experience that if you are a physician who is pri- 
marily interested in making money, you will not locate in the core 
of a center of a city. You will not locate in rural America because 
the population base, the patient load is generally older. That 
means that Medicare has a significant component of your practice. 

In fact, of the 75 hospitals, many of the hospitals in our congres- 
sional district — certainly 60, 70, 80, sometimes even 90 percent of 
the patients that are admitted to our hospitals are on Medicare, 
which means that Medicare is the sole — is nearly the sole provider 
of the revenue necessary to generate income for the hospital or the 
physician. 

And then on top of that, you add Medicaid, which also is a det- 
riment to a physician’s income. Underserved areas exist in this 
country, and they exist for a number of reasons, cultural as well 
as economic. 

This has been a successful program in Kansas since its arrival 
in 2002. I know of a number of communities, and I’ve talked to con- 
stituents who tell me that but “absent that J-1 physician being in 
my community, I would not be alive today.” 

So it’s a matter of economic growth and community development, 
but it is a matter of life and death that people can access a physi- 
cian, and in many cases, it’s a J-1 visa physician within the con- 
fines of their community. 

Rush County Memorial Hospital is located about 25 miles from 
my hometown. Thirty-seven hundred people live in the county. 
They have three J-1 visa physicians. One now, two — a husband and 
wife team, who have now retired. That community has been served 
by J-1 visa physicians for a number of years — decades, in fact — 
since the J-1 visa program was — arrived, and they now have a phy- 
sician who has replaced the two who retired. 

Greensburg, Kansas, population 1,500. For the last 10 years, the 
only physicians they’ve had in the county are J-1 visa physicians. 
In each of these cases, the community has attempted, at least ini- 
tially, to attract a United States, an American physician without 
success. 

Meade County District Hospital, population of the county is 
about 1,600, 1,700, they made that attempt. Finally were successful 
in obtaining a J-1 visa physician through the waiver program. That 
doctor is now from Romania, has stayed at the hospital for 6 years. 
When he retired and left the community, they attracted a J-1 visa 
physician from the Maldives Islands. 

And finally, the hope — I’m, as you indicated, a supporter of com- 
munity health care clinics. I think they’re part of access to health 
care. They’re also a part of a way that we can reduce health care 
costs. 

And United Methodist Ministries in Garden City, Kansas, which 
serves a very diverse population, has now been able to attract a J- 
1 visa doctor, originally from Peru, who is bilingual and is arriving 
in August of this year to provide services to those with — really, 
without any insurance, without any financial means. And it’s only 
through this J-1 visa program that this community health clinic 
has been successful in attracting a physician. 

Mr. Chairman, I am an advocate, a supporter, a — just an enthu- 
siastic, and I guess it’s not just — it’s not based upon emotion. It’s 



8 


based upon the reality that absent this program, people will not be 
living, communities will not survive, and rural America as well as 
urban America will have one more nail in its coffin. 

So I urge the reauthorization of this program. I’m happy to dis- 
cuss potential amendments in a way that we can meet the needs 
perhaps of Texas, which has perhaps a greater demand than the 
30 that are allowed, the flexibility to move physicians around the 
country, but also the permanent nature. 

Again, this is an issue that I’ve lived from the beginning of my 
time in Congress, and it would be nice to have a permanent pro- 
gram as compared to us rushing in here always at the last minute, 
trying to get the J-1 visa program reauthorized for a short period 
of time. 

I thank the Chairman and the Ranking Member and the gen- 
tleman from California for their attention. 

[The prepared statement of Mr. Moran follows:] 

Prepared Statement of the Honorable Jerry Moran, a Representative in 
Congress from the State of Kansas 

I am here today to discuss H.R. 4997, the Physicians for Underserved Areas Act, 
which would reauthorize the J-1 Visa Waiver program. The J-1 Visa Waiver pro- 
gram provides opportunities for graduates of foreign medical schools, who have 
trained in U.S. medical residency programs on the J-1 cultural exchange visa, to 
stay in the United States if they serve for three years in an area that has a health 
professional shortage. These designated health professional shortage areas can occur 
in rural areas as well as urban areas. 

State government agencies may sponsor J-1 physician waiver requests under the 
State 30 program. The State 30 program is designed to provide each State up to 
30 waivers for physicians each year. Each State has been given some flexibility to 
implement its own guidelines, but there are some basic requirements that are com- 
mon to all State 30 programs. The recruitment process takes into consideration the 
‘fit’ with the practice, the community, and the needs of the physician and family. 

One of my goals is improving access to health care in rural areas. It is extremely 
difficult to recruit health care professionals to places where doctors are few and ac- 
cess to major metropolitan hospitals requires hours of travel. According to the U.S. 
Department of Health and Human Services, while a quarter of the population lives 
in rural areas, only 10 percent of physicians practice there. This definitely high- 
lights the need for the J-1 Visa Waiver program. Today, I would like to highlight 
how this program has benefited my home state of Kansas and the predominately 
rural area which I represent. 

Kansas has been able to recruit 66 physicians to work in underserved areas and 
with underserved populations since 2002. Each year, the interest has grown and 
more and more physicians and hospitals are finding that this match is benefiting 
not only themselves, but the communities which they serve. 

The Rush County Memorial Hospital located in La Crosse, Kansas is responsible 
for providing health care to the 3,700 residents of the county. With a population 
that is primarily elderly, having quality healthcare is a major concern and require- 
ment. 

After advertising and spending countless dollars and resources trying to recruit 
American born, American trained doctors. Rush County Memorial turned to the J- 
1 Visa program to meet their healthcare needs. They have been able to recruit three 
J-1 Visa physicians into the area and would not be able to have top notch healthcare 
without this program. In addition, the physicians have been welcomed into the com- 
munity and warmly received. One physician has stated that this small Midwestern 
town reminds him of his home community in Egypt and has started to put down 
roots by bu3ung a home and getting involved in community events. The J-1 Visa 
Waiver program has been invaluable to the Rush County Memorial Hospital. 

Greensburg, Kansas is a small, rural community which has had difficulty recruit- 
ing physicians in the past. For the last 10 years, their physicians have all been J- 
1 physicians. They have served the community well and have been providing excel- 
lent health care. The current J-1 physician manages 3 mid-level practitioners, pro- 
vides health care to the local assisted living facility and provides care at the mental 
health facility which is located 10 miles from his place of residence. However, he 



9 


still finds time to work a booth at the local health fair. For this community, it is 
imperative that the J-1 Visa Waiver program be permanently reauthorized. 

For 15 years, the Meade District Hospital has tried to get an American born, 
American trained physician to move to their rural Southwest Kansas hospital and 
have had no luck. However, through their participation in the J-1 Visa Waiver pro- 
gram, they have been able to attract foreign born physicians for the last 10 years. 
The J-1 Visa program has helped the hospital provide quality care to their patients. 
They had one doctor, originally from Romania, who stayed in the hospital for six 
years and a current doctor from the Maldaise Islands who they anticipate having 
a long term relationship with as well. The J-1 Visa program has been a lifesaver 
to this hospital and the citizens of Meade County. 

Finally, the last success story I will highlight is the story of the United Methodist 
Mexican-American Ministries which is located in Garden City, Kansas. They are 
scheduled to receive their first J-1 Visa doctor in August of this upcoming year. This 
community health clinic provides care for many migrant and immigrant families 
who speak a variety of languages including Spanish, German, and French. The new 
J-1 Visa doctor is originally from Peru and is highly educated, bi-lingual and has 
tremendous references. The private medical community has been supportive of the 
clinic’s efforts to recruit a doctor as the need for medical care is great in this area 
of Kansas. Without the J-1 Visa program, this clinic would not be able to get a phy- 
sician to treat their patients. 

People deserve quality health care regardless of their location. The J-1 Visa Waiv- 
er program is helping many hospitals in my district find qualified physicians for 
their communities and this increases the quality of healthcare overall in Kansas. 
This is a well regarded, well run program that is worthy of permanent reauthoriza- 
tion. The Physicians for Underserved Areas Act is the way to make this happen. 

Mr. Hostettler. Thank you, Congressman Moran. 

Even though that I must admit that it is a blessing from time 
to time to see your beaming face in front of this Committee, that 
being said 

Mr. Moran. Mr. Chairman, I might remind you that I was on 
the steering Committee that allowed you to come to the Judiciary 
Committee. [Laughter.] 

And I appreciate that very much because you were senior to me 
in the House Agriculture Committee, and you allowed me to be- 
come a Subcommittee Chairman when you departed. And I’m very 
grateful for your — for your move. 

Mr. Hostettler. And now we know “the rest of the story.” 

Mr. Salsberg? 

TESTIMONY OF EDWARD SALSBERG, DIRECTOR, CENTER FOR 

WORKFORCE STUDIES, ASSOCIATION OF AMERICAN MED- 
ICAL COLLEGES 

Mr. Salsberg. Good afternoon. Chairman Hostettler and Rank- 
ing Member Jackson Lee and other Members of the Subcommittee. 

My name is Ed Salsberg. I’m the director of the Center for Work- 
force Studies at the Association of American Medical Colleges. 

AAMC represents all 125 accredited U.S. allopathic medical 
schools, nearly 400 teaching hospitals and health systems, and 94 
academic societies. 

I’ve been asked to address today the likely future supply and de- 
mand for physician services and what our medical schools and 
teaching hospitals are doing to assure an adequate supply of physi- 
cians to meet America’s needs. 

Let me state at the outset that the AAMC and our members are 
fully committed to assuring an adequate supply of well-trained 
physicians to serve the Nation. Historically, LJ.S. medical schools 
have responded to the needs of the public and policymakers, espe- 
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cially when those needs have been clearly articulated and sup- 
ported by Government programs and policies. 

In the 1960’s and 1970’s, the U.S. medical school enrollment dou- 
bled in response to a national need and Federal support. In the 
1980’s and 1990’s, allopathic medical schools responded to a series 
of Government reports that clearly expressed concern about a pend- 
ing surplus. And the schools are now responding to growing evi- 
dence about a future shortage, including the recent report by the 
National Council on Graduate Medical Education. 

While we believe our members will respond, we believe more can 
be done, including in terms of Federal support for our efforts. Fore- 
casting future physician supply and demand is extremely difficult. 
We’re trying to look 10, 20 years out into the future, and there are 
just many, many unknowns. 

But based on our current analysis, we believe that the Nation is 
likely to face a significant shortage in the future. That’s really re- 
flecting both factors of supply and demand. 

On the supply side, we know there are 250,000 active physicians 
over the age of 55 that will be approaching age of retirement. We 
know that there are reports of younger physicians not interested in 
working the long hours that physicians did in the past. 

On the demand side, the Nation is growing rapidly, adding 25 
million additional Americans every decade. We know that the el- 
derly will double between 2000 and 2030. That’s critical because 
the elderly use far more services than a younger population. 

And I think also the increasing wealth of the Nation and the ex- 
pectations of the baby boom generation lead us to conclude the de- 
mand for health services, particularly physician services, will be 
rising in the future and that the supply will not be keeping up. 

A comment about international medical school graduates who are 
really a critical source of — component of the physician workforce. 
International medical school graduates represent 25 percent of our 
active physicians in America and 25 percent of the physicians in 
training. 

As you mentioned, we are hearing of growing concerns inter- 
nationally about the impact of the migration of physicians from less 
developed to more developed countries, and this is an issue of con- 
cern. 

The AAMC has recommended a number of actions to better as- 
sure an adequate supply of physicians in the coming years. First, 
last February, the association adopted a position of recommending 
that U.S. medical schools increase their enrollment by 15 percent. 

We’re now considering a recommendation to our members that 
they increase enrollment by 30 percent. That would be equal to 
about 5,000 additional graduates each year. We’ve seen some re- 
sponse already, and I’ll come back to that. 

A second important step would be to raise the caps on Medicare- 
funded GME positions. Our medical schools are beginning to re- 
spond, but they’re clearly concerned that in the absence of an in- 
crease in the cap on residency positions, that their efforts to in- 
crease the physician supply will not lead to that end. 

Third, we reiterated our commitment to the importance of having 
a diverse, culturally diverse physician workforce that reflects the 
Nation. 
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Fourth, we’ve recommended and feel it’s critical that we expand 
the National Health Service Corps. That really is probably the 
most effective national strategy to assure redistribution of physi- 
cians to underserved areas. 

And fifth, we support efforts to expand data collection and anal- 
ysis on an ongoing basis to assure that the medical community and 
the public are aware of what the future physician workforce needs 
are. 

In that regard, we are concerned with the elimination last year 
of about 50 percent of title 7 funding, one of the only sources of 
funding for medical education, including medical education in rural 
communities. And also eliminated was the support for the national 
center and the regional centers for health workforce data collection. 

Let me just note that the U.S. medical schools are responding. 
More than half of the U.S. allopathic schools have indicated their 
plans or serious consideration for expanding over the next several 
years. We also expect to see five new allopathic schools in the com- 
ing years. 

Overall, we see about a 10 percent increase in U.S. medical 
school enrollment in the pipeline now, and we hope to see more. 

I think — in closing, I think U.S. medical schools have begun to 
respond to the calls for an expansion. We could use your support. 
A positive signal from the Federal Government, such as the res- 
toration of title 7 funding, lifting of the Medicare GME caps, and 
expansion of the National Health Service Corps would go a long 
way to inform and support the efforts of U.S. medical schools to ex- 
pand their capacity. 

I thank you for the opportunity to speak to you today and would 
welcome any questions. 

[The prepared statement of Mr. Salsberg follows:] 



12 


Prepared Statement of Edward Salsberg 


Statement 


'AAMC 



i. Cohf.i’i 


Legislative Hearing on 

H.R, 4997: “Physicians for Underserved Areas Acf’ 


Testimony to 

United States House of Representatives 
Committee on the Judiciary 

Subcommittee on Immigration, Border Security, and Claims 


by 


Edward Salsberg 

Director, Center for Workforce Studies 
Association of American Medical Colleges 
May 1 8, 2006 



13 


Good afternoon, Chairman Hostettler and members of the Subcommittee. 

My name is Edward Salsberg, 1 am the Director of the Center for Workforce Studies at the 
Association of American Medical Colleges (AAMC). Thank you for this opportunity to speak to 
you today regarding the physician workforce and the response of America’s allopathic medical 
schools and teaching hospitals to a growing concern about potential future physician shortages. 

The AAMC is a nonprofit association representing all 125 accredited U.S. allopathic medical 
schools; nearly 400 major teaching hospitals and health systems, including Department of 
Veterans Affairs medical centers; and 94 academic and scientific societies. Through these 
institutions and organizations, the AAMC represents 109,000 faculty members, 67,000 medical 
students, and 104,000 resident physicians. 

Our mission is to improve the health of the public by enhancing the effectiveness of academic 
medicine. Together with our members we pursue this mission through the education of the 
physician and medical scientist workforce, the discovery of new medical knowledge, the 
development of innovative technologies for prevention, diagnosis and treatment of disease, and 
the delivery of health care services in academic settings. The AAMC is committed to promoting 
an adequate supply of well-educated physicians sufficient in number and competencies to meet 
likely future needs of Americans. 

The AAMC established its Center for Workforce Studies in 2004 to enhance and make publicly 
available more sophisticated data and analysis regarding the supply of and demand for 
physicians. The Center is committed to providing the medical education community (medical 
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schools, medical students, residency programs and teaching hospitals), the public and policy 
makers with better information on current and likely future physician workforce needs. The 
Center does this through original research, analysts of existing data, collaboration with other 
associations representing physicians and through an annual conference on physician workforce 
research. The information on future workforce needs is intended to help guide decision making 
in the medical education community and where necessary, inform and promote public policies to 
help assure an appropriate supply of well prepared physicians. The Center has already produced 
a number of reports including: 

> Medical School Expansion Plans: Results of the AAMC 2005 Survey of U S. Medical 
Schools; 

> Recent Reports and Studies of Physician Shortages in the U.S.; 

> Key Physician Data by State, 

These reports and additional information on the Center are available at; 
htlp://\v wAv .aamc. ofa /\vG!kforce , 


In my comments today, I want to provide you with some basic background on the physician 
workforce, why we are concerned about the likelihood of a future physician shortage, what the 
AAMC is recommending in terms of physician workforce policies, and finally, how the nation’s 
allopathic medical schools and leaching hospitals are responding. 

Background on the Supply of Physicians 

The vast majority of licensed physicians in the U.S. are educated in allopathic schools — those 
that confer an MD degree — and residency training programs in the nation’s teaching hospitals 
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accredited by the Accreditation Council for Graduate Medical Education (ACGME), Allopathic 
medical schools and their affiliated teaching hospitals are a critical source of research, new 
medical knowledge, and clinical care, and are a vital part of the nation’s medical safety net. 

Physicians in the United States can practice medicine only after completion of a medical degree 
(“undergraduate medical education'’), and at least one year of post-graduate training in an 
accredited residency program (“graduate medical education” or GME). About 16,000 physicians 
graduate from U.S. allopathic medical schools every year with an MD degree; they fill about 
two-thirds of first-year residency positions in training programs — such as internal medicine, 
general surgery, pediatrics, and others — that are accredited by the ACGME. Graduates of 
foreign medical schools, generally referred to as international medical school graduates or TMGs, 
represent about 25% of the new residents each year; and about 1 in 4 of these IMGs are U.S, 
citizens who attended schools outside of the U.S. Graduates of osteopathic medical schools 
(DOs) represent about 1 1% of all physicians entering graduate training each year. About two- 
thirds of DOs enter ACGME accredited residency programs. Physicians in the U S. are licensed 
by individual states, all of whom require an MD or DO degree, as well as some level of 
accredited graduate training (GME). The figure below presents the distribution of the physicians 
entering training in the U.S. in 2004, 
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Number and Source of Physicians 
Entering Training in 2004 


24,012 Entered MD and DO Training in 2004 
Other+ 



In 2005, there were almost 850,000 physicians active in medicine in the U S., including about 
101,000 in residency training and nearly 60,000 osteopaths. About 24% of active physicians in 
the US are graduates of non-U. S. medical schools. 

Active US MDs and IMGs (1975-2004) 

(Includes Residents but not Osteopaths) 
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Why a Physician Shortage Is Likely 

The expected future shortage of physicians is driven by likely changes in both the supply and the 
demand for physicians. On the demand side, key factors include: (1) the growing U S. 
population; (2) the rapid growth in people over the age of 65 (those that consume the greatest 
resources); and (3) the rising expectations of Americans along with increasing wealth that will 
motivate and enable them to use more services. On the supply side, key factors include: (1) the 
aging of the physician workforce (1 of 3 active physicians over the age 55 and they are likely to 
retire by 2020); and (2) a new generation of physicians who may not be willing to work the long 
hours that prior generations of physicians have worked. At current levels of training, the 
physician-to-population ratio will peak by 2020 and then fall, just as the baby boomers begin to 
reach 75 years of age. 

A dozen states already repon physician shortages or expect shortages within the next decade; 
nationally, at least a dozen specialties report similar shortages. ' These shortages are likely to 
exacerbate the existing lack of access for the 20 percent of Americans that live in government 
designated Health Professional Shortage Areas (HPSA).^ Many rural and urban communities, 
economically disadvantaged, and underrepresented minority populations are likely to remain 
medically under-served for the foreseeable future, and certainly will be more under served if a 
national shortage emerges. 


ii{^ uiiii vi.- n.ytyd /ciws./icul^ rkAce.pd f 


5 



18 


The Supply of Physicians 

for the last 50 years, the physician-to-population ratio has been growing steadily. This reflects a 
doubling in medical school enrollment in the 1960s and 1970s. The nation’s physician supply is 
still rising due to the higher levels of enrollment established in that period. But with the report of 
the Graduate Medical Education National Advisory Commission (GMENAC) in the late 1970s 
predicting a large surplus of physicians, allopathic enrollment stabilized. In fact the number of 
graduates from U .S. allopathic schools has been virtually flat since 1980. As a result, a very large 
number of active physicians are now nearing retirement age. If historical retirement patterns 
continue, the annual number of physicians retiring each year will grow from less than 9,000 in 
2000 to over 22,000 a year by 2020, slightly less than the number of new physicians completing 
training annually in 2005, 

The near-zero growth in U.S. MD graduates has translated to a sharp decrease in the number of 
allopathic educational slots per population in America. In fact, between 1980 and 2005, the US 
population grew by more than 70 million (31%y while there was no growth in allopathic 
enrollment; this has led to a significant and steady decline in enrollment per 100,000 population. 


■ US Census. hl!.i.i://\v .-.Nt .ccnsus.gov/ipc7rt w\>/usintcr;imin>i,'n.qlj^foiLabt»2fl .pdf Acceded Mav 15. 2006 
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Allopathic Graduation Trends 



Per Capita MD Enrollment Has Fallen Since 1980 
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The Physician Workforce is Aging: 
250,000 Active Physicians are Over 55 



Sourc* AMA PCDfor 19eSdau, AMA Msnwtil* lorSOOSdsta Ac<iv*pfiyi)ciansinclud* r«aid*ntaA«lloM ^ 

NOTE 1$85data«>cludM24.00000* m 

PrapaiedbyAAMCC«nt«rfof<AtorMoinSnKjM.Mat2008 4^. . < 

AAMC 


In addition to the large number of physicians approaching retirement age, there are growing 
reports that the newest generation of physicians do not want to work the long hours of physicians 
in the past. Gender plays a role. While only 10% of practicing physicians were female in 1980, 
they are now about 50% of the medical students. While this trend is encouraging from a societal 
perspective, it has implications for the physician workforce because women tend to work fewer 
hours than their male counterparts. Moreover, there are growing reports that many of today’s 
young physicians, male and female, are choosing to work fewer hours than their older 
counterparts regardless of their gender. As a result, the future physician workforce may 
effectively be 10% lower than their aggregate numbers may suggest. 

Because of the enormous potential impact on supply of both changes in retirement patterns by 
older physicians and work hours by younger physicians, the AAMC Center for Workforce 
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Studies in collaboration with the AMA and numerous physician specialty associations, is 
currently conducting surveys of older and younger physicians to obtain more detailed data on 
their practice patterns. 

International Medical School Graduates (TMGs) 

TMGs have been a critical component of the physician workforce serving Americans for many 
decades, for the past 30 years, between 4,000 and 6,500 IMGs have entered the American health 
care system every year by entering an ACGME accredited residency (GME) program. Currently 
the number is near 6,500. While IMGs come to the U.S. on many types of visas, the vast 
majority stay in the U.S. after completing their training- In recent years, the number of U.S. 
citizen-IMGs has been increasing, with the majority going to for-profit medical schools in the 
Caribbean, In 2006, about 1,400 US IMGs will enter residency training in the U.S, Little 
information is available about the number that actually leave the U.S. to attend school, but we do 
know that about 2,500 are applying each year to take the exam required of all IMGs who want to 
enter GME in the U. S. 

One of the most common visas among IMGs in training is the J-1 visa. The formal name of the J- 
1 visa program is the “Exchange Visitor Sponsorship Program”. It was established to train 
physicians from other countries to share America’s medical knowledge with the world, and is 
reserved for trainees. J- 1 visa holders are required to return to their home country for at least 2 
years after completing their training. However, more than half the J-1 visa holders currently 
receive a waiver of the requirement to return to their home country under the current Conrad 30. 
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It is important for the Committee to be aware that there is growing international concern about 
the flow of physicians from undeveloped countries to the most developed and wealthiest 
English-speaking countries of the world. A recent World Health Organization (WHO) report 
released in April 2006 documents the major burden caused by the migration of physicians, 
nurses and other health professionals from the poorest, most needy countries to the more 
developed countries. An article and editorial in the New England Journal of Medicine this past 
winter and the WHO report strongly urge the developed countries to reduce their reliance on 
health professionals from under-developed countries.'*’ ^ 


Migration to the US, UK, Canada and Australia from 
the Indian Sub-Continent and Sub-Saran Africa 



^ MullanF. The Metrics of the Physician Brain Drain. 2005 353: 1810-1818. 

^ World Health Oiganization. The World Health Report 2006 - Working Together for Health. Geneva; WHO; 2006. 
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The Demand for Physician Services 

As set forth earlier in this testimony, the demand for physician services is influenced by a 
number of factors including: population growth, aging of the population, public expectations, 
economic growth, changes in diagnosis and treatment, cost containment efforts, and other 
changes in organization and financing of services. However, most of these factors are difficult to 
forecast with confidence beyond a few years except the aging and growth of the population, both 
of which have maj or ramifications for the future demand for physician services. 

The population of the U.S. is growing rapidly. According to the U.S. Census Bureau, the nation 
is growing by more than 25 million people every decade*^. By 2020, the nation will be growing 
by almost 1 % per year (0,8%), a rate which exceeds the expected rate of growth in the supply of 
physicians. Thus, we expect a decrease in the physician-to-population ratio at a time when the 
number of elderly will be increasing even more rapidly. 

The number of Americans age 65 and older will double by 2030’. Why is this important? 
Because older Americans use far more physician services than their younger counterparts. In the 
outpatient setting, patients aged 65 and older averaged 6.3 physician visits a year compared with 
2.7 per year for those under 65; in percentage terms this amounts to 133% more visits per year*^. 
The elderly also account for a disproportionate share of hospitalizations, procedures, and high- 
intensity services. For instance, over half of intensive care unit (ICU) days are paid for by 
Medicare.^ 


US Census i i> u ' vj' m v ’-■»H*<De./wvvw<iig!rii£riimnrii/n3jr>foiiM>02s.tKU~ AccessedMav 15.2006. 
US Ccnsub 1 ' Tin I- ^.1 /<pcAvwt>/!isiri lcri3np r oi;'iiaipro iiid?02a.iK!r Accessed Ma\ 15.2006. 

" NAMCS. 1980. 1990. 2002 & 2003 
^Prono\osl P.I. cl al. ./,4.V/,4 2002; 288(17): 2151— 2162. 
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Number of Americans Over 65 will Double 
Between 2000 - 2030 



•aamc 


Visit Rates are Higher and Growing for Those Over 45 


Ambulatory Care Visits to Physician Offices and Clinics, 
1980-2003 


I joisso Disao 12003 
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Most illnesses are also far more prevalent among the elderly. Take, for example, cancer rates: for 
men age 40 to 44, there are 146 new cancers per year per 100,000, while for men age 70 to 74 
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the rate rises to almost twenty times that of younger men at 2,806 new cases per year. If the age- 
specific rate of cancer is applied to Census Bureau projections of the U.S. population in 2020, 
the annual number of new cases will increase by nearly 50% (from 1,334,326 to 1,979,921). In 
fact, the incidence and prevalence of many common chronic and acute diseases will increase by 
similar numbers as the elderly population doubles in the next 25 years, 

Age-Specific Cancer Incidence Rates/100,000, 2000 



Ajii- Group 

Prerar'ed by AAMC Center te'r Wnrktoren Sludias *^AAMC 

While new advances in treatment and early screening should bring improved outcomes, the 
prevalence of chronic diseases will increase over time. Patients are likely to live longer lives, but 
will do so with multiple conditions that require ongoing physician services and accompanying 
resources. 

The baby-boom generation will likely expect more from the health care system than other 
generations before them having grown up in an era of unprecedented medical advancements. The 
work by Richard Cooper and others has also highlighted the positive relationship between per 
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capita income and use of physician services which indicates that countries use more health care 
services as their per capita income increases (reinforcing health care as a "normal” good)^*^. 
Through an enormous investment in medicine, technology, and direct-to-consumer advertising, 
Americans have come to expect miracles from modem health care. 

If current health care utilization patterns do not change, or if there are no changes in the way in 
which we deliver health services, the average patient in the future will consume more physician 
services than they do today, effectively increasing the number of physicians required to take care 
of the same number of people — requiring an increase in the ratio of physicians to population. 
Much of this increase will be related to the expanding population over the age of 65. The 
increase in per capita demand for health services, the declining number of hours worked by 
physicians, and the decrease in the ratio of physicians to population wall result in a shortage of 
physicians in the U.S, by 2020 unless more physicians are educated and trained. 

The American allopathic medical education community has spent decades developing standards 
and methods to help assure that schools meet appropriate requirements and that physicians that 
graduate from these schools have the skills and knowledge necessary to provide high quality 
care. The nation is better served when a greater, not lesser, proportion of future physicians are 
held to these standards. 

Achieving the desired growth in allopathic graduates will require increased enrollment at most 
existing medical schools as well as the establishment of new medical schools. Increases in 

Cooper RA. Gcl/cii TE. Laud P. Economic Expansion Is a Major Dclcnuiiiaiil of Phvsician Supplv and 
Utilization. Health Services Research. April 2003:38(2):675-696. 
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enrollment are particularly appropriate in areas of the country where the population has grown 
rapidly over the past 25 years and areas where the population is projected to grow rapidly in 
future years. In addition, states writh low medical school enrollment per capita, with numerous 
under-served areas, and with large and growing elderly populations may also be appropriate 
areas for medical school enrollment growth. 

A Historical Perspective on Workforce Policies 

Given the growing concern with potential shortages, some might ask why allopathic medical 
school enrollment hasn’t increased faster To understand this, it is important to review the 
history of physician workforce policy recommendations. During the 1980s and 1990s. the 
national Council on Graduate Medical Education (COGME), the National Academy of Science’s 
Institute of Medicine (lOM), the Pew Health Professions Commission, the AAIA, the AAMC and 
other national physician associations expressed strong concern with a potential surplus of 
physicians. The recommendations from these public and private organizations were striking in 
their consistency with one another. 

In its 1994 report to both Congress and the Secretary of Health and Human Services, COGME 
concluded that, “in a managed [sic] care dominated health system, the Bureau of Health 
Professions projects a year 2000 shortage of 35,000 generalist physicians and a surplus of 
1 1 5,000 specialist physicians” and recommended that the nation “produce 25% fewer physicians 
annually .”" Tn 1995, the Pew Commission recommended that medical schools “by 2005 reduce 
the size of the entering medical school class in the U.S. by 20-25%,” arguing further that this 

" Council on Graduate Medical E. Fourth Report: Recommendation to Improve Access to Health Care Tlirougli 
Phvsiciau Workforce Refonn, In: Sendees HaH, cd; 1994. 
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reduction should come from the closure of existing medical schools.'^ Tn 1 996, an TOM 
committee recommended that "no new schools of allopathic or osteopathic medicine be opened, 
that class sizes in existing schools not be increased, and that public funds not be made available 
to open new schools or expand class size.”'^ In 1996, the AAMC and five other major medical 
associations urged policymakers to follow JOM recommendations but also to create a national 
physician workforce advisory body to monitor and periodically assess the adequacy of the size 
and specialty composition of the physician workforce. 

These recommendations and analyses missed the mark for several reasons, including the 
incorrect belief that the nation’s health care system was going to be dominated by managed care 
plans that would tightly control the use of services. The US population also grew more rapidly 
than anticipated. Finally, the studies were done in a period when the physician to population ratio 
was still growing from the surge in medical school enrollment in the 1960s and 70s, We are now 
approaching the end of this historic period of growth and it will be occurring just as the baby- 
boom generation begins to reach 70, 

Current and Proposed AAMC Workforce Policy Recommendations 

Based on the new realities, in 2005, the association issued a new position statement on the 
physician workforce^'^. Among the key recommendations were the following. 


Pew Heallh Professions C. Crilical Challenges: Revitalizing the Health Professions Jbr ihe Tvenly-Firsl Ceninry: 
The Third Reparl oj ihe Fe\y Heallh Professions Commission 1995. 

ConmiiLcc oiillic U.S. Physician S. The Nation's Physician W’orlforce: Options for Balancing Supply and 
Requirements. Washingloii, DC: liisliUilc of Medicine; 1996. 

'■* AAMC, AACOM. AMA. AOA, AAHC, NMA Consensus Slalemenl on the Physician Workforce: 1996. 

' ' Wliilc ihc association's rcconuiicndations arc only iccomnicndatioiis. »c Jiopc llial Uic infomiadon and logic of 
our reconunendations encourage our members to seriously consider them. Each medical school decides on their 
curolhucnl. 
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1. The number ofU.S. medical school graduates should be increased by 15% by 2015. 

In response to growing concerns about a likely future physician shortage, the association 
recommended that existing schools consider expanding enrollment, and that new schools be 
established to add an additional 2,700 graduates each year. The AAMC Executive Council is 
now considering a new recommendation calling for a 30% increase in allopathic medical school 
enrollment over the next decade compared to 2002. As indicated in the attached research brief, 
allopathic schools have begun to increase enrollment. 

In addition to allopathic schools, osteopathic schools are also planning increases, New and 
existing DO schools are expected to increase enrollment by 2,000 to 3,000 per year over the next 
decade. 


2. The number of graduate medical education ((iME) positions reimbursed by Medicare 
should be increased to accommodate the increase in enrollment in U.S. medical 
schools. 

While U.S, medical schools have begun to respond to the growing concern about physician 
shortages by increasing enrollment, residency training programs also play a critical role in 
physician supply. Tn 1997, Congress established a cap on the number of resident physicians 
(physicians in training) that can be paid for by the Medicare program. This cap seriously 
discourages teaching hospitals from increasing the number of resident physicians being trained. 
Thus, if there is to be an adequate supply of physicians to care for Americans in the future, we 
will need to increase the number of GME positions supported by Medicare. 
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3. AAMC and its members remain comnatted to educating a diverse physician workforce 
Studies indicate that medical students from racial and ethnic minority groups are more likely to 
practice in under-served communities and to care for a disproportionate number of disadvantaged 
patients. Studies also indicate that students from rural areas are more likely to return to rural 
areas to practice after they complete their education. This information, coupled with other 
compelling arguments, undergrids the AAMC’s strong advocacy for greater diversity in medical 
education. 

4. The National Health Ser\'ice Corps (NHSC) has played an important role in expanding 
access for under-served populations, and continued expansion of this program is 
strongly recommended 

The NHSC is an HHS sponsored program that helps place physicians and other health care 
providers in communities where they are most needed, both through scholarships and through 
loan repayment. The NHSC has a proven record of serving the under-served in both rural and 
urban settings; 60% of its clinicians are located in rural areas, while the remainder serve urban 
populations in such settings as Community Health Centers (CHC), health depanments, and other 
critical access facilities. A recent report in the Journal of the American Medical Association by 
Rosenblatt and colleagues demonstrates the reliance of Community Health Centers on NHSC 
scholars and loan repayment recipients and the inability of these safety net sites to recruit an 
adequate number of physicians.^'* 


Roscnblau RA. AiidriJla CHA, Curtin T. Hail LG. Sboitagcs of Medical Pcrsomicl at Conuniiniu Health Centers: 
Implications for Planned Expansion. XlA-f l March 1. 2006 2006;295(9):1042-1049, 
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The growing debt of graduating students is likely to increase the interest and willingness of U.S. 
medical school graduates to apply for NHSC funding and awards. The scholarship program 
funds tuition and other fees for over 150 medical students annually. Moreover, almost 80% of 
the NHSC budget funds loan repayments for physicians that agree to serve underserved 
communities after the completion of residency training. The adequacy of current funding levels 
for loan repayments (numbering about 1,200 annually) should also be assessed to assure that 
they are adequate to attract physicians to the NHSC in light of growing student debt. 

5. To assure the continuous avaitability of updated in fornuition on the supply and 
demand for physicians, the public and private sector should collectively support 
analysis of, and monitor changes over time in the physician workforce. 
federal funding of medical education through programs such as Title Vll has been instrumental 
in increasing the supply of the primary care workforce and in addressing the needs of the 
underserved. ’’ Along with its health professions training program grants, the Bureau of Health 
Professions has long been the only federally funded research center studying health professions 
supply and demand. In addition to its own work on the nursing and physician workforce, the 
Bureau funded six regional centers for healdi workforce analysis across the nation. This small 
but important commitment to improving health workforce information and analysis has been 
eliminated from the current federal budget. 

While Title VTT and health workforce research have been eliminated from the 2007 budget, we 
have not eliminated the problems they were designed to address, including stimulating medical 

Mc\ crs D. t rvor Gli. Krol D,l^illips RL. Green LA, Dovey SM. Tille Vll funding is associated willi more family ph\ siciiins 
and more physieimis serving ihe iiiiderserved. Am Lam Physician 2002;.66:554. 
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school growth, increasing minority student enrollments, improving access to care for the 
underserved, or better understanding and planning for the future health care needs of the nation. 
Funding for the national Council on Graduate Medical Education (COGME) has also been 
eliminated. As a result of all of these changes there is little or no national leadership in physician 
workforce research and planning from the federal government. 

The Response of Allopathic Medical Schools to the Calls for Increased Enrollment 
The AAMC is making every effort to inform the medical education community about the 
growing likelihood of a physician shortage but does not control the number of medical student 
enrollments or training positions available. The AAMC’s recommendation to increase 
enrollment has not gone unnoticed. For the 2005-06 school year, enrollment topped 1 7,000, a 
2.1% increase from the previous year. According to a 2005 survey of medical school deans, over 
40% of the nation’s medical schools are likely to increase enrollment in the next five years. 

Allopathic Schools Plans to Increase First- Year 
Enrollment Between 2005 and 2011 

Results of 2005 Survey of Deans (116 of 125 schools) 
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In the 2005 survey of medical school deans, 25 indicated they had “definite” plans to increase 
enrollments. An additional 37 schools indicated they had “probable” or “possible” plans to 
increase their class sizes. Tf all of schools follow through on their “definite,” “probable” or 
“possible” plans to increase enrollment in the next five years, 5.4% increase from today’s 
enrollment would result. If potential enrollees from the 5 new medical schools that are likely to 
be able to collectively enroll an additional 360 students by the 2010-1 1 academic year are 
factored in, a maximum of a 8.6% increase above current enrollment would occur. 

The cost of building new infrastructure to support increased enrollments is the major challenge. 
State and local governments do the majority of financing, which is supplemented by local 
fundraising efforts. The federal government currently does not finance the expansion of existing 
schools or the development new medical schools. 

In conclusion, the issues surrounding the physician workforce and potential shortages are 
complex. The AAMC and our member institutions are committed to assuring an adequate 
supply of well educated physicians to ensure that the future needs of Americans are met. Thank 
you for the opportunity to address the Subcommittee today. T would be happy to answer any 
questions you may have at this time. 
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An Analysis of Medical School Expansion Plans 


Growing evidence indicates that the 
nation will face a shortage of physi- 
cians in the next one to two decades. In 
2005, the AAMC recommended a 15 
percent increase in the number of U.S. 
medical school graduates by 2015, a 
small increase given the near-zero 
growth in M.D. -granting institutions 
over the last two decades. A 15 percent 
increase in allopathic enrollment 
would be about equal to an additional 
2,400 students per year over 2003 
levels. While osteopathic enrollment 
and graduations have grown by nearly 
300 percent over the past 25 years, their 
continued growth alone will not meet 
the needs of the nation. 

To better understand and inform the 
expansion plans of medical schools, this 
“Analysis in Brief” highlights the results 
of a 2005 survey of U.S. allopathic 
medical schools conducted by the 
AAMC Center for Workforce Studies.' 
Of the 125 eligible schools, 1 16 
responded (93 percent). The infor- 
mation provided by schools was self- 
reported. 


lllillllllllllllllllllllllll'HTII II' 1.1 
Figure 1. Distribution of Sdioob by Plans to Chango 
First-Vaar Cnrolbnant 2005 


Plans to Change First-Year 
Enrollment by School Characteristics 

The likelihood of schools to increase 
enrollment varied by geographic location, 
ownership, and other characteristics. 


have already increased enrollment since 
2000 (Figure 1). 

Of these schools, 28 (24 percent) 
reported that their plans to expand are 
“definite” or that enrollment had 
already been increased. Nineteen 
schools (16 percent) reported that 
increases are “probable” while another 
18 schools (16 percent) reported 
“possible” expansion. 


Region: Fifty-five percent of schools in 
the South and 75 percent of schools in 
the West reported definite or probable 
enrollment changes or had already 
increased enrollment, compared to only 
16 percent of schools in the Northeast 
and 37 percent in the Midwest. When 
“possible” enrollment changes are 
included, two-thirds of schools in the 
South and over 80 percent of schools in 
the West are considering changing 
enrollment (Figure 2). 

Public vs. Private: Forty-nine percent 
(32) of 66 public schools reported 
definite or probable enrollment changes 
or had already increased enrollment, 
compared with 32 percent (14) of 44 


..14 IIIIIIIIIIIIIIIIIIIIIIIIIIIIMIIIIIIIil 

Figure 2. Schools with Plans to Change First- Year 
Enrollment by Region, 2005 



Medical Schools' Plans to Change 
First-Year Enrollment 

Sixty-two (53 percent) of the 116 
schools indicated that they would 
“definitely,” “probably,” or “possibly” 
change first-year enrollment in the 
next five years. In addition, three 
schools reported that they had 
increased enrollment since 2000, 
though they do not plan to change 
enrollment in the next five years. 
Altogether, 65 schools (56 percent) are 
considering enrollment changes or 



Overall Northaast South Midwest West 

(n=116) {n=31) (ireSS) (n=29) (ns12) 
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private schools responding to the survey 
(F^iue 3). When “possible” enrollment 
changes are included, 64 percent of public 
schools and 46 percent of private schools 
have already increased enrollment or are 
considering enroUment changes. 

Community-Based, Private 
Freestanding, and Research Intensive 
schools': Fifty percent of community- 
based schools reported that they would 
definitely or probably change 
enrollment (or had already increased) 
compared with 31 percent of private 
freestanding schools and research- 
intensive schools. If schools with 
“possible” enrollment changes are 
included, over 80 percent of community- 
based schools are currently considering 
enrollment changes (Figure 4). 


Size of Expected First-Year 
Enrollment 

Existing U.S. allopathic medical schools 
expect to increase enrollment by as many 
as 919 first-year students by 2010-11, 

5.4 percent more students than in 2005-06. 
Specifically: 

• Of the 1 16 schools that responded to 
the survey, 25 (22 percent) indicated 
that they would “definitely” change 
enrollment over the next 5 years (by 
2010-11), an increase of 453 students. 

• Nineteen schools indicated “probable" 
enrollment changes representing 308 
additional students. 

• Eighteen schools indicated “possible” 
additional enrollment of 158 students. 

It appears likely that five new allopathic 
schools will open in the next five years. 


Figure 3. Schools wKh Plans to Change First- Year 
Enrollment by Ownership, 2005 






’ This Analysis in Brief is excerpted horn Medical School Expansion Plans: Results of the AAAfC 2005 
Survey of US. Medical Schools. See www.aantc.org/cfWs for Ihe full report. 

^ Private freestanding medical schools are private entities that are not {>an of a jtarent university. Community- 
based schools are characterized by their affiliation with community hospitals and local physicians where the 
schools depend upon local hospitals for clinical ^cilitiesaiid appoint many community physicians to their 
faculties. Forty research mtensive schools were selected by the volume of federal research grants and 
contracts awarded to support faculty work (NTH Awards to Medical Schools by Rank, Fiscal Year 2004). 

• See www.cogme.gov/16.pdf 


The aggregate enrollment increase from 
new schools is estimated to be as many 
as 360 students by 2010-1 1; by 2015, as 
many as 500 students per year may be 
enrolled in new schools. 

Therefore, total annual enrollment 
increases from existing and new 
allopathic medical schools are esti- 
mated to be as many as approximately 
1,400 students by 2010-1 1. While this 
represents a 9 percent growth over 2005- 
06 levels, or a 12.2 percent increase from 
2002-03, it will not reach the 15 percent 
growth called for by the AAMC without 
additional expansion by 2015. 

Conclusion 

U.S. medical schools are responding to 
existing and expected physician shortages 
and the AAMC call for increased in 
enrollment. As of fell 2005, over 40 
percent of allopathic schools are likely to 
increase their enrollment in the coming 
five years or have done so since 2000. 

While current efforts are encouraging, tliey 
are unlikely to achieve the 15 percent 
increase recommended by the AAMC 
and the 3,000 graduates per year recom- 
mended by the Council on Graduate 
Medical Education (COGME).^Th€ 
AAMC and COGME recommendations 
both are far below die likely increased 
demand for physician services; the fact 
that current plans do not even meet the 
current recommended increase is of 
concern. 
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Figure 1 . 

Active Physicians per 100,000 Population, by State 
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Source: AMA Masierjile, January 2005 

Includes physicians who graduated from US allopathic (MD) euid osteopathic (DO) schools as well as 
international medical graduates (IMG). Active physicians includes those involved in patient care, research, and/or 
administration at least 20 hours a week. 


© 2006 AAMC. May not be reproduced without permission 



39 


Figure 2. 

International Medical Graduates (IMGs) as a Proportion of Active Physicians in the State 
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Source: AM A Masteifile, Jmwiry2005 

Includes active physicians (MDs and DOs). The percentage represents active IMGs divided by total active 
physicians. 
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Figure 3. 

Physicians in ACGME Residencies and Fellowships: Per 100,000 Population 
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Source: AAMC GMETrack, 2004 


Includes MDs, DOs. and IMGs in ACGME accredited GME training positions per 1 00.000 population, 
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Figure 4. 

Number of Current Medical School Student: Per 100,000 Population 
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Source: AAMC FACTS Applicants, MatriculanLs, and Graduates 

Includes students in allopathic (MD) and osteopathic (DO) schools of medicine. 2003-2004. per 100,000 
population. Includes only states with a medical school located in state. 
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Figure 5. 

Active Physicians Tn-State: Proportion Who Completed an ACGME Accredited Residency or 
Fellowship In-State 
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Source: AMA Masterfile, 200:) 

Number of active physicians in the state who completed training in-state divided b\' total number of active 
physicians in-state. 
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Figure 6. 

Active Physicians Tn-State: Proportion That Attended Tn-State Medical Schools 
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Source: AMA Masierjile, January 2005 

Of the total active physicians in the state, the percentage that graduated from in-state medical schools. 
MDs and DOs. Includes only states with a medical school located in state. 
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Figure 7. 

Retention of Residents and Fellow s: Proportion of Physicians Active in US That Completed an 
ACGME Training Program in a State that are Practicing in that State 
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Source: AM A Masterfile. Jmmiry 2005 

Of the active pln sicians in tlie US who received ACGME training in a state, the percentage that are practicing 
that state. Inckides MDs and DOs completing ACGME accredited programs. 
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Figure 8. 

Retention of Medical Students: Proportion of Physicians Active in US That Graduated from 
Medical School in a State That are Practicing in that State 
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Source: AM A Masteifile, Jmwiry2005 


Of active physicians in the US that weiil to medical school in the state, the percentage that are currently practicing 
in tlie state where tliey attended medical school. Includes graduates of allopathic (MD) and osteopathic (DO) 
schools. 
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Figure 9. 

Proportion of New Allopathic Students from Each State That Matriculated in State Schools in 

2004 
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Source; A4MC Fans 

The percentage is the number of individuals entering tin allopathic medical school in the state in 2004 tliat listed 
the state as their residence divided by the total number listing the state as their residence who entered an 
allopathic school anywhere in the US in 2004. Overall US percentage reflects all new allopathic entrants 
including those from states without an allopathic school. 
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Figure 10. 

International Medical Graduates (IMGs) as a Proportion of Residents/Fellows in ACGME 
Accredited Programs in the State (2004) 
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(39) Maine (254) 

(40) South Carolina (913) 

(41) New Hainpshire (355) 
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(44) Washington (1530) 

(45) North Carolina (2709) 

(46) Utah (565) 

(47) Oregon (711) 

(48) Idaho (41) 

(49) Colorado (1099) 

(50) Montana (17) 
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Mr. Hostettler. Thank you, Mr. Salsberg. 

Mr. Crosby? 

TESTIMONY OF JOHN B. CROSBY, J.D., EXECUTIVE DIRECTOR, 
THE AMERICAN OSTEOPATHIC ASSOCIATION 

Mr. Crosby. Thank you very much, Mr. Chairman and Members 
of the Committee. 

The AOA is honored to be here, representing 56,000 osteopathic 
physicians in the United States, and we’re honored to be working 
with Congressman Pomeroy and Congressman Moran on address- 
ing these critical issues of access to health care in rural America 
and other underserved areas. 

Let me make clear at the outset, the AOA is not opposed to H.R. 
4997. We acknowledge the positive results from the J-1 visa and 
Conrad programs, and they’ve helped many rural communities over 
the years. 

What we are concerned about, however, is that policy objectives 
today are not addressing U.S. osteopathic and allopathic medical 
schools and their needs to better meet these critical issues. Let me 
reiterate, the AOA is concerned that U.S. graduate medical edu- 
cation programs are not prepared to meet the physician workforce 
demands of 2020. 

Right now. I’m not going to go over the statistics, but there are 
about 96,000 residency positions in the United States. By the year 
2015, assuming there are still 24,000 PGY-1 programs around, 
M.D.s will need another 20,000 positions than they have today, and 
D.O.s will need another 5,000 positions. 

Mr. Chairman, you mentioned in your remarks that you were in- 
terested in what the U.S. medical schools and physician community 
were doing to address these needs. We have — in the osteopathic 
community, since 1991, we have opened up 8 new medical schools, 
and we have 6 additional medical schools on the drawing board as 
we speak. 

Since 1990, osteopathic physicians have grown in number by 67 
percent. We represent 6 percent of all physicians in the United 
States now, 8 percent of the military, and 22 percent of all physi- 
cians practicing in rural and underserved parts of the United 
States. 

We have 23 colleges of osteopathic medicine right now. And 
speaking of rural America and underserved areas, some of our new- 
est schools have gone into Appalachia, into the rural West. We’re 
working with Indian health centers, Eskimo populations, and oth- 
ers. 

And our newest school is probably going to be in Harlem, New 
York, to meet the underserved needs of the inner city. So we’re 
very proud of what we have done in terms of making a commit- 
ment to rural care. 

There are several things you can do to address U.S. health care 
needs in this regard. First of all, you can assist us in helping to 
expand the class sizes and increase the number of new medical 
schools, as Dr. Salsberg and others have advocated. 

You can focus more attention on training primary care physi- 
cians and general surgeons, largely through the Medicare physician 
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payment system, which right now has a bias against those two 
areas of training and practice. 

You can increase the training capacity in the United States. As 
Dr. Salsberg said, we support the AAMC in eliminating the cap 
from the Balanced Budget Act of 1997, which limits the number of 
residency training programs for U.S. trained physicians as we 
speak today. 

You can provide financial assistance to rural hospitals who would 
like to start up teaching programs. Right now, it takes about 18 
months before you get your first dollar from Medicare if you want 
to start a teaching program. Provide them a loan. Tie it to primary 
care. Target it to rural communities, and you can do a lot to estab- 
lish new training programs here in the United States. 

And again, as I said, tie it to primary care. You can improve 
graduate medical education training programs that foster training 
in rural settings, particularly nonhospital settings. Congressmen 
Hulshof and Talent have introduced H.R. 4403, the “Community 
and Rural Medical Residency Preservation Act of 2005.” Your sup- 
port of that legislation would go a long way. 

And expanding scholarship and loan repayment programs to pro- 
vide incentives for physicians practicing in rural communities 
would go a long way. Provide an annual tax credit equal to the 
amount of interest that they pay on their student loans, and also 
expand the current scholarship and loan repayment program to 
allow physicians to fulfill their commitment to rural communities 
on a part-time basis as well as the full-time basis currently pro- 
vided by law. 

We are deeply appreciative of your leadership on this critical 
issue. We welcome this opportunity to address these concerns. And 
again, we do not oppose H.R. 4997, but we think you can do a great 
deal to expand training for U.S. educated osteopathic and 
allopathic physicians. 

Thank you very much. 

[The prepared statement of Mr. Crosby follows:] 

Prepared Statement of John B. Crosby 

Chairman Hostettler, Ranking Member Jackson Lee, and distinguished members 
of the Committee. My name is John Crosby. I am the executive director of the 
American Osteopathic Association (AOA). The AOA, which represents the nation’s 
56,000 osteopathic physicians and 12,000 osteopathic medical students, is honored 
to be here today to discuss a very important issue-access to physicians in rural and 
other underserved communities. We believe that by increasing training and work- 
force opportunities through recruitment and placement of U.S. trained osteopathic 
physicians you can improve access to physician services in rural communities and 
better address the global health needs by encouraging U.S. trained foreign medical 
graduates to return home to provide care to underserved populations. 

We recognize that many communities face limited access to physicians and physi- 
cian services. This is especially true in rural communities. We applaud the efforts 
made by state governments, the federal government, Members of Congress, and 
rural communities to increase physician access for their citizens. 

For more than 130 years the AOA and the osteopathic profession have been dedi- 
cated to educating and training the future physician workforce. Consistent with our 
mission, we remain committed to producing primary care physicians who will prac- 
tice in rural and other underserved communities. This mission has been a tenet of 
the profession since it’s founding in the late 1800’s. Today, more than sixty-five per- 
cent of all osteopathic physicians practice in a primary care specialty (family medi- 
cine, internal medicine, pediatrics, and obstetrics/gynecology). Each year, more than 
65 million patient office visits are made to osteopathic physicians. 
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Over the past fifteen years we have enjoyed tremendous growth. Since 1990 the 
number of osteopathic physicians has increased sixty-seven percent. Currently, os- 
teopathic physicians represent six percent of the total U.S. physician workforce and 
over eight percent of all military physicians. However, twenty-two percent of osteo- 
pathic physicians practice in a designated medically underserved area (MUA) (Map 
1). Throughout our history the osteopathic profession has placed an emphasis on 
primary care and rural service. Our colleges of osteopathic medicine have embraced 
this mission. Through the years, new colleges of osteopathic medicine have been es- 
tablished in some of the nation’s most medically underserved regions (Map 2). 

The issues facing our nation’s rural health care system are complex. We do not 
suggest that there are easy answers, but we do believe that there are policies that 
would increase our ability to meet these needs. The following pages outline several 
recommendations. These recommendations promote the ability of the AOA and our 
allopathic colleagues to meet the needs of rural communities without placing a 
greater dependence upon international medical graduates. Additionally, we believe 
that the implementation of these recommendations will allow the U.S. medical edu- 
cation system to meet its responsibilities of training international physicians who 
will return home and provide quality of care to their citizens. As a result of these 
two missions, we fulfill our joint goal of improving health care for all Americans and 
sharing our expertise with other countries as a means of improving global health. 

INTERNATIONAL MEDICAL GRADUATES 

The U.S. health care system is widely recognized as the most advanced in the 
world. The rapid development of new diagnoses and treatments outpaces those in 
other countries. We are the world’s leader in medicine and medical technology. In 
this role, we should share our expertise with the world. For this reason, the AOA 
supports the continued acceptance of international medical graduates (IMGs) into 
the U.S. graduate medical education system. By training international physicians, 
we can improve the health care delivery systems around the world by improving the 
quality of the physicians. However, this transfer of knowledge and skills cannot take 
place if international physicians do not return to their home countries. 

The United States should not be an importer of physicians. Physicians should 
come to the U.S. to train and then return home. The “brain drain” in many coun- 
tries is well documented. Many countries lose their best and brightest young physi- 
cians to the United States and other English-speaking countries. The AOA believes 
that policies should facilitate the opposite result. International physicians should 
come here to train and should not be encouraged to stay upon completion of their 
training. In fact, we should require that they return to their home countries and 
practice medicine for an extended period of time before they are eligible to petition 
for a visa, J-1 or otherwise. 

In 2006, almost 9,000 IMGs participated in the National Residency Matching Pro- 
gram (NRMP). Of these applicants, approximately 6,500 were not U.S. citizens and 
2,500 were U.S. citizens who attended a foreign medical school. Almost fifty percent 
of all IMGs match to first year residency positions. In 2006, the total number of 
IMGs who matched to first year positions increased to 4,382. 

Of the 6,500 IMG participants who were not U.S. citizens, 3,151 (48.9%) obtained 
first year positions. 2006 was the fifth consecutive year that the number of non-U.S. 
citizen IMGs matching to first year positions increased. Of the 2,500 U.S. citizen 
IMG participants, 1,231 (50.6%) were matched to first year positions. 2006 was the 
third consecutive year that the number of U.S. citizen IMGs matching to first year 
positions increased. The total number of IMGs filling first year residency positions 
will be much higher than the approximate 4,400 who secured positions through the 
NRMP. Many IMGs are able to secure residency training positions outside the 
match. All of these IMGs are allopathic physicians (MDs) and none are osteopathic 
physicians (DOs). 


PHYSICIAN WORKFORCE 

Many experts now believe that the United States will face a shortfall in its physi- 
cian supply over the next twenty years. While academic and policy experts debate 
the needs and expectations of the future physician workforce, the AOA recognizes 
that we must begin to educate and train a larger cadre of physicians, now. The time 
it takes to educate and train a physician is, at minimum, seven years. This means 
that a student accepted in the matriculating class of 2006 will not enter the physi- 
cian workforce until at least 2013. Due to the time required to educate and train 
future physicians, we believe a concentrated effort must be focused on increasing ca- 
pacity over the next five years. If handled appropriately, the country could increase 
the physician workforce dramatically by 2020. 
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Reliance upon the J-1 Visa program is neither the most effective nor the most de- 
sirable way to increase physician supply in rural communities, although we recog- 
nize that the program can provide short-term relief. The J-1 program is not capable 
of meeting the physician workforce needs of our nation and should not be promoted 
for this purpose. Yes, a few states and communities have physician services as a 
result of the J-1 program. However, thousands of rural communities remain without 
physician services. The AOA supports increasing our capacity by adopting policies 
that encourage larger numbers of U.S. educated and trained physicians to practice 
in rural and underserved areas. An increase in U.S. educated and trained physi- 
cians, if properly selected and trained, will lead to a more predictable and reliable 
physician workforce and is more likely to produce larger numbers of physicians who 
will practice in rural communities. 

Currently, there are 23 colleges of osteopathic medicine. Twenty of those are oper- 
ating on 23 campuses. Three of those are in formation having recently received pre- 
accreditation. In 2006, these colleges will graduate approximately 2,925 new osteo- 
pathic physicians. In 2008, the number of graduates will increase to 3,463. By 2013 
the number of osteopathic physicians graduating from colleges of osteopathic medi- 
cine is projected to reach 4,706. 

The AOA, like the Association of American Medical Colleges, requires maintaining 
of quality educational standards while class sizes are increasing. Additionally, we 
anticipate the establishment of at least three additional colleges of osteopathic medi- 
cine over the next four years. These new colleges, once established and accredited 
will begin educating approximately 500 to 600 new students each. Once fully en- 
rolled, our current colleges, along with the new colleges of osteopathic medicine, 
should produce an additional 1,000 physicians per year. Assuming a predictable 
growth pattern, the osteopathic profession should produce approximately 5,000 new 
physicians per year beginning in 2015. 

RECRUITMENT AND PLACEMENT 

Medical schools and colleges of osteopathic medicine traditionally place significant 
emphasis on an applicant’s academic achievement-grade point average, under- 
graduate degree program, and scores on the Medical College Admission Test 
(MCAT). While I would never suggest that the academic standards required for ad- 
mittance be lowered, I do recommend that the nation’s medical education institu- 
tions begin evaluating “other” factors. An evaluation of the student’s life, including 
an evaluation of where the student was raised, attended high school, and location 
of family members, provides an indication of where a future physician may practice. 
For example, an applicant from Princeton, New Jersey is less likely to practice in 
a rural community than an applicant from Princeton, Indiana. If the two applicants 
are equally qualified, we should encourage our schools to matriculate the student 
from Princeton, Indiana, an individual more likely to return to rural southwest Indi- 
ana once education and training is completed. 

Our medical education system must increase its efforts to promote both primary 
care specialties and experience in rural practice locations. Over the years, the role 
of the rural family physician became less glamorous than that of the urban sub- 
specialist. Far too many medical school students want to be an “ologist” instead of 
a general surgeon, family physician, general internist, or pediatrician. Our nation’s 
health care system needs specialists and subspecialists, but we need far more pri- 
mary care physicians. Our medical education system must place greater emphasis 
on educating and training primary care physicians and general surgeons. These 
physicians are more likely to practice in a rural or small community hospital and 
are far more likely to practice in rural America. 

INCREASE TRAINING CAPACITY 

Currently, there are approximately 96,000 funded residency positions in the 
United States. Of these positions, international medical graduates fill approximately 
ten percent. The number of international medical graduates training in the United 
States has grown steadily over the past decade. The number of funded residency po- 
sitions has been static since the late 1990’s when Congress, as part of the Balanced 
Budget Act of 1997, placed a limit or “cap” on the number of residency slots any 
existing teaching program may have. With the exception of a provision allowing for 
the establishment of a rural training tract, these caps have been unaltered since 
their establishment. 

The residency cap was established at a time when the general consensus was that 
the country had an adequate supply of physicians. We now recognize this is not cor- 
rect. The residency caps established by the BBA limit the ability of teaching hos- 
pitals to increase training programs, thus preventing responsible growth capable of 
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meeting our future physician workforce needs. The AOA encourages Congress to ei- 
ther remove or increase the cap on the number of funded graduate medical edu- 
cation training “slots” as established by the Balanced Budget Act of 1997. 

IMPROVE RURAL TRAINING PROGRAMS 

There is an old sa3dng in medical education circles that physicians will practice 
within 100 miles of where they train. While the validity of this saying either in a 
world that is flat or alternatively in an era of globalization is unproven, its message 
rings true. Physicians are more likely to practice in settings where they have the 
most experience. While a majority of physician training takes place in the hospital 
setting, it should not be limited to this setting. We need to do more to expose med- 
ical students and resident physicians to different practice settings during their 
training years. 

A valuable component of graduate medical education is the experience of training 
at non-hospital ambulatory sites. These sites include physician offices, nursing 
homes, and community health centers. Ambulatory training sites provide an impor- 
tant educational experience because of the broad range of patients and conditions 
treated and by ensuring that residents are exposed to practice settings similar to 
those in which they ultimately may practice. This type of training is particularly 
important for primary care residency programs since a majority of these physicians 
will practice in non-hospital ambulatory clinics upon completion of their training. 
This training also is essential to improving access to care in rural communities. 

Congress has long recognized that a greater focus should be placed on training 
physicians in rural and other underserved communities. In the 1990s, Congress 
began to fear that the current graduate medical education payment formula discour- 
aged the training of resident physicians in ambulatory settings. This opinion was 
based upon the fact that the payment formula only accounted for the resident train- 
ing time in a hospital setting. Through the Balanced Budget Act of 1997, Congress 
altered the payment formula, removing the disincentives that existed for training 
in non-hospital settings. We accomplished this goal by allowing hospitals to count 
the training time of residents in non-hospital settings for the purpose of including 
such time in their Medicare cost reports for both indirect medical education (IME) 
and direct graduate medical education (DOME) payments. 

This change in the payment formula was designed to increase the amount of 
training a resident physician received in non-hospital settings, enhance access to 
care for patients in rural and other underserved communities, provide an additional 
education experience for residents who are considering practicing in rural commu- 
nities, and provide a recruitment mechanism for rural and underserved commu- 
nities in need of physicians. 

The program appeared to be working as intended. However, in 2002 the Centers 
for Medicare and Medicaid Services (CMS) began administratively altering the rules 
and regulations in respect to this issue. As a result, CMS intermediaries began de- 
nying the time residents spent in non-hospital settings. In many cases, hospitals 
were forced to repay thousands of dollars as a result of this administrative change 
in regulations. Many Members of Congress urged CMS to work with interested par- 
ties to resolve this issue by developing new regulations that clarify the appropriate 
use of non-hospital settings. Unfortunately, these conversations have not produced 
policies that meet the original intent of Congress as established in 1997. As a result, 
hospitals are being forced to train all residents in the hospital setting, eliminating 
the valuable educational experiences offered in non-hospital training sites. Addition- 
ally, some teaching hospitals may be forced to eliminate residency programs entirely 
as a result of current CMS policies. 

Allowing hospitals to receive payments for the time resident physicians train in 
a non-hospital setting is sound educational policy and a worthwhile public policy 
goal that Congress clearly mandated in 1997. Additionally, it is good for rural com- 
munities. For this reason, the AOA encourages Congress to enact the provisions in- 
cluded in the “Community and Rural Medical Residency Preservation Act of 2005” 
(H.R. 4403). 

H.R. 4403 would establish, in statute, clear and concise guidance on the use of 
ambulatory sites in teaching programs. If enacted, it will preserve the quality edu- 
cation of resident physicians originally envisioned by Congress in 1997. The Medi- 
care program should promote quality graduate medical education, rather than im- 
pose unnecessary barriers. 

The AOA also encourages Congress to establish a new grant program, operated 
by the Health Resource Service Administration (HRSA) that would provide “start- 
up” funding for rural hospitals that seek to establish new primary care residency 
programs. For many rural hospitals the costs associated with starting a new resi- 
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dency program are prohibitive. Due to CMS requirements, hospitals starting new 
residency programs are not eligible for funding for at least 12 months. This lag be- 
tween the actual start-up date and the date of eligibility for funding is cited as one 
of the main reasons more hospitals, especially smaller hospitals, do not start teach- 
ing programs. The AOA believes that numerous primary care residency programs 
at rural hospitals could be established if financial assistance was available to offset 
the associated costs. 

EXPAND PROGRAMS THAT PROVIDE INCENTIVES FOR RURAL PRACTICE 

There are numerous existing programs that provide scholarships and loan repay- 
ment for physicians who choose to practice in rural communities. These programs 
include the National Health Service Corps, Public Health Service, Indian Health 
Service, and many programs operated by state governments. The AOA supports 
these programs and encourages Congress to continue funding them at levels that 
facilitate greater numbers of physicians practicing in rural and other underserved 
communities. 

Additionally, we believe that some consideration should be given to allow physi- 
cians to participate in the programs on a part-time basis. There are numerous com- 
munities that need physician services, but they may not need them full time. We 
believe that modifications should be made to federal loan repayment and scholar- 
ship programs that allow participants to repay on a part-time basis in exchange for 
a longer term of service. For example, if a physician participates in the National 
Health Service Corps and agrees to a three-year commitment in a rural commu- 
nity — why not allow the physician the option of committing to 4 or 5 year’s service 
on a part-time basis. We believe this would encourage more physicians to partici- 
pate in these valuable programs without jeopardizing the underl 3 dng mission. 

The AOA also proposes a change in the tcix code that would provide physicians 
practicing in designated rural communities with a tax credit equal to the amount 
of interest paid on their student loans for any given year that they practice in such 
a community, or until their loans are paid in full. Under current law, individuals 
may deduct up to $2,500 in interest paid on student loans from their federal income 
taxes. However, the income thresholds associated with this provision often prevent 
physicians from qualifying. Our proposal would provide a direct link between prac- 
tice location and the tax credit. A physician practicing in a rural Indiana who pays 
$8,000 in interest on her student loans in year one would get an $8,000 tcix credit 
for that year. The program would continue until the physicians had retired her stu- 
dent loan debt or when she departed the rural community. We believe that this pro- 
posal provides a direct incentive to young physicians and would assist in the recruit- 
ment and retention of physicians in rural communities. 

IMPROVE ECONOMICS OF MEDICINE 

The current practice environment physicians face is challenging. Over the past 
decade escalating professional liability insurance premiums, decreasing reimburse- 
ments, and expanded regulations have made the practice of medicine more frus- 
trating for all physicians. These issues are compounded in rural communities where 
physicians are often in solo practice or small group practices, unable to benefit from 
economies of scale that larger group practices in urban areas enjoy. 

According to a 2004 Health Affairs study, more than half of all practicing physi- 
cians are in practices of three or fewer physicians. Three-quarters are in practices 
of eight or fewer. They face the same economic barriers as every other small busi- 
ness in America. Costs associated with staff salaries; health and other benefits, 
basic medical supplies, and technology, all essential components of any business, 
continue to rise at a rate that far outpaces reimbursements. When facing deep re- 
ductions in reimbursements at the same time that their operational costs are in- 
creasing, it is safe to project that most businesses will not be able to continue oper- 
ation. While most businesses increase, or have the ability to increase, their prices 
to make up the differential between costs and reimbursements, physicians partici- 
pating in Medicare cannot. 

TSPhysician Payment — Unless Congress acts. Medicare physician payment 
rates will be cut by 4.6 percent on January 1, 2007. If this cut is imposed. Medi- 
care rates will fall 20 percent below the governments measure of inflation in 
medical practice costs from 2001-2007. If the projected cuts are implemented, 
the average physician payment rate will be less in 2007 than it was in 2001. 
Additionally, two provisions included in the Medicare Modernization Act 
(MMA), which provide increased reimbursements for physicians in rural com- 
munities, will expire over the next two years. 
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In 2002, physician payments were cut by 5.4 percent. Congress acted to avert 
payment cuts in 2003, 2004, 2005, and 2006 replacing projected cuts of approxi- 
mately 5 percent per year with increases of 1.6 percent in 2003, 1.5 percent in 
2004 and 2005, and 0 percent in 2006. Even with these increases, physician 
payments fell further behind medical practice costs. Practice costs from 2002 
through 2005 were about two times the amount of payment increases. Since 
many health care programs, such as TRICARE, Medicaid, and private insurers 
link their payments to Medicare rates, cuts in other systems will compound the 
impact of the projected Medicare cuts. Medicare cuts actually trigger cuts in 
other programs. 

Additional cuts in Medicare physician payments decrease Medicare bene- 
ficiaries’ ability to access to physician services. A MedPAC survey conducted 
earlier this year found that 25 percent of Medicare beneficiaries reported having 
difficulties obtaining an appointment with a primary care physician. These 
problems will only increase if additional cuts are implemented. Additionally, re- 
duced payments may prevent the implementation and adoption of new health 
information technologies. 

Eurthermore, reduced payments hamper the ability of physicians to purchase 
and implement new technologies in their practices. According to a 2005 study 
published in Health Affairs, the average costs of implementing electronic health 
records was $44,000 per full-time equivalent provider, with ongoing costs of 
$8,500 per provider per year for maintenance of the system. This is not an in- 
significant investment. When facing deep reductions in reimbursements, it is 
safe to project that physicians will be prohibited financially from adopting and 
implementing new technologies. 

Physician payments should reflect increases in practice costs. In its 2006 
March Report to Congress, the Medicare Payment Advisory Commission 
(MedPAC) stated that payments for physicians in 2007 should be increased 2.8 
percent. Since 2001, MedPAC has recommended that the flawed SGR formula 
he replaced by a formula based upon increases in physician practice costs minus 
a productivity adjustment, which would produce annual updates equal to the 
Medicare Medical Economic Index (MEI). 

Since its inception in 1965, a central tenet of the Medicare program is the 
physician-patient relationship. Medicare beneficiaries rely upon physicians for 
access to all other aspects of the Medicare program. This relationship has be- 
come compromised by dramatic reductions in reimbursements, increased regu- 
latory burdens, and escalating practice costs. Given that the number of Medi- 
care beneficiaries is expected to double to 72 million by 2030, now is the time 
to establish a stable, predictable, and accurate physician payment formula that 
reflects the cost of providing care. 

Congress must act to reform the Medicare physician payment formula. Con- 
tinued use of the flawed SGR formula will have a negative impact upon patient 
access to care. Additionally, the AOA urges Congress to approve the “Medicare 
Rural Health Providers Payment Extension Act” (H.R. 5118). This legislation 
includes provisions that extend two important rural physician payment provi- 
sions originally enacted through the MMA. H.R. 5118 extends, through 2011, 
a provision that provides equity in how the Medicare program views and evalu- 
ates the work of physicians regardless of geographic location. By establishing 
a 1.0 floor for the work geographic practice cost indices (GPCI) under the Medi- 
care physician fee schedule, the MMA reversed years of inequities in payments 
between rural physicians and those in larger urban communities. The AOA was 
equally pleased that the MMA included a 5 percent add-on payment for physi- 
cians practicing in recognized Medicare physician scarcity areas. We believe 
that these are essential and positive Medicare payment policies that should be 
extended, if not made permanent. Both provisions will enhance beneficiary ac- 
cess and improve the quality of care available. 

Medical Liability Reform — As you know, the nation’s medical liability system 
is broken. In recent years physicians across the nation have faced escalating 
professional liahility insurance premiums. According to the National Association 
of Insurance Commissioners (NAIC), between 1975 and 2002 medical liability 
premiums for physicians increased, on average, 750 percent. These premium in- 
creases are related directly to an explosion in medical liability lawsuits filed 
against physicians and hospitals and the rapid increase in awards. The Govern- 
ment Accountability Office (GAO) confirms this. In a 2003 report, the GAO stat- 
ed that losses on medical liability claims are the primary driver of increases in 
medical liability insurance premiums. 

As a result of a broken medical liability system patients face reduced access 
to health care, the overall costs of health care increases, and the future supply 
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of physicians is threatened. Many physicians no longer provide services that are 
deemed high-risk, such as delivering babies, covering emergency departments, 
or performing certain surgical procedures. This crisis also impacts primary care 
physicians, especially those in rural areas who are often the only physician 
practicing in a community. As a result, patients have seen a decrease in the 
availability of physician services. Additionally, the medical liahility crisis has a 
significant impact upon the career choices of future physicians. In a recent poll 
conducted by the AOA, eighty-two percent of osteopathic medical students stat- 
ed that the cost and availability of medical liability insurance would influence 
their future specialty choices, while 86 percent stated that it would influence 
their decision on where to establish a practice once their training was complete. 
This trend in career choices is disturbing and will have a long-term impact upon 
the health care delivery system in the years ahead. 

We applaud the leadership of this Committee and the House of Representa- 
tives in approving the “Help, Efficient, Accessible, Low-Cost, Timely, Health 
Care Act” (HEALTH Act) (H.R. 5). The AOA believes that provisions included 
in H.R. 5 will prove beneficial in stabilizing the nation’s broken medical liability 
system, thus improving access to physician services. 

SUMMARY 

Again, the AOA appreciates the opportunity share our views on this important 
issue. We remain committed to working with Congress to enact legislation that will 
ensure access to quality physician services for all Americans, regardless of where 
they reside. In closing we would like to highlight five recommendations made in our 
testimony that we believe will lead to improved global health, increase the avail- 
ability of U.S. trained physicians, improve the quality of training for future physi- 
cians, and improve the recruitment and retention of physicians in rural commu- 
nities. 

1. International Medical Graduates should be encouraged to return to their 
home countries to establish practices and, ultimately, improve the quality of 
care in those health care systems. The United States should not be an im- 
porter of physicians, thus contributing to the “brain drain” of other countries. 
By maintaining existing policy that requires IMGs to return home for two 
years before petitioning for a visa, we are fulfilling a noble mission of im- 
proving the health care needs of many countries. 

2. Congress should consider eliminating the cap on available and funded resi- 
dency positions in the U.S. This cap hinders the ability of osteopathic and 
allopathic medical schools to educate and train larger numbers of physicians. 
To meet the health care needs of our growing population we must have the 
capacity and financing to train a larger number of physicians. 

3. Congress should enact the “Community and Rural Medical Residency Preser- 
vation Act of 2005” (H.R. 4403). This legislation would establish, in statute, 
clear and concise guidance on the use of ambulatory sites in graduate med- 
ical education programs. If enacted, it will preserve the quality education of 
resident physicians originally envisioned by Congress in 1997. 

4. Congress should amend the tax code to allow physicians practicing in rural 
communities an annual tax credit equal to the amount of interest paid on 
their student loans. We believe that this proposal provides a direct incentive 
to young physicians and would assist in the recruitment and retention of 
physicians in rural communities. Additionally, Congress should revise cur- 
rent scholarship and loan repayment programs to allow physicians to fulfill 
their commitment on a part-time basis. 

5. Congress should reform the Medicare physician payment formula by elimi- 
nating the sustainable growth rate and replacing it with a more equitable 
and predictable payment structure. Additionally, Congress should enact the 
“Medicare Rural Health Providers Payment Extension Act” (H.R. 5118), ex- 
tending much need payment incentives for physicians practicing in rural 
communities. 




[Map 1] Niitional Distribution of Osteopathic Physicians Relative to Medically Undersen ed Areas 


Colleges of Osteopathic Medicine 
(29 Sites) 



UHEfCOU 


PSCOM 


TUCOM-^ 

VVlBlwnUf 

COMP 


OSU-COU 


ATSW 

KSA 


UNTHSCFW' 


TCOU 


College Classifications 
* Operating Colege/Branch (23) 
■ College Under Oevelq^ment (2) 



HSU 

COM 


e Initial Stages of Rannng (4) 
No Colleges Located n Aia^ or Hawaii 



[Map 2] Colleges of Osteopathic Medicine 



57 



[Map 3] Osteopathic and Allopathic Residency and Internship Programs 



58 


Mr. Hostettler. Thank you, Mr. Crosby. 

Ms. Aronovitz? 

TESTIMONY OF LESLIE G. ARONOVITZ, DIRECTOR, HEALTH 

CARE, UNITED STATES GOVERNMENT ACCOUNTABILITY OF- 
FICE 

Ms. Aronovitz. Good afternoon, Mr. Chairman and Mr. Lun- 
gren. 

I am pleased to be here today as you discuss the States’ author- 
ity to request J-1 visa waivers for foreign physicians to practice in 
the Nation’s underserved areas. 

My remarks today are based on preliminary findings from our 
ongoing work, which reviews the number of J-1 visa waivers re- 
quested by States and physicians practice locations and specialties. 
States’ activities to monitor compliance with waiver agreements, 
and the States’ views on the adequacy of the 30 waiver per State 
limit. 

As Ms. Lee mentioned, our work is based on a survey of 50 
States, the District of Columbia, Puerto Rico, Guam, and the Virgin 
Islands. I should mention that we also surveyed the three Federal 
agencies that requested J-1 visa waivers on behalf of States in the 
last few years. 

In summary, we found that J-1 visa waivers remain a major 
means of placing physicians in underserved areas, with more than 
1,000 waivers requested in each of the past 3 years for physicians 
to practice in nearly every State. We also found that in fiscal year 
2005, States made more than 90 percent of the J-1 visa waiver re- 
quests, with the 3 Federal agencies making up the rest. 

Every State, except Puerto Rico and the Virgin Islands, made re- 
quests last year, though the number varied considerably among the 
States. For example, about a quarter of the States requested the 
maximum of 30 waivers, while another quarter or a little bit over — 
about 29 percent of them — requested 10 or fewer waivers. 

Collectively, the States requested 956 waivers, or about 60 per- 
cent of the total that were available to all the States collectively. 

In terms of demographics, about 44 percent of the States’ waiver 
requests were for physicians to practice only primary care, and 
about 41 percent were for physicians to practice only specialties, 
such as cardiology. More than three quarters of the requests were 
for physicians to work in hospitals or private practices. 

Regarding monitoring, while States do not have an explicit re- 
sponsibility for monitoring and overseeing the physicians compli- 
ance with waiver agreements, most reported conducting at least 
some monitoring activities. For instance, requiring periodic reports 
on whether the intended population in these facilities were actually 
being served or conducting site visits. 

Regarding States’ views on the 30 waiver limit, about 80 percent 
of the States, including many that requested close or all of the 
waivers — the 30 waiver limit — felt that the 30 waiver limit was 
adequate for their needs. However, 7 States reported that this limit 
was less or very much lower than what they needed. 

When asked — when we asked the States if they needed more 
waivers, interestingly, 7 — excuse me, 11 States said that they need- 
ed a total of 200 more waiver physicians. And this included 4 
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States that said the limit was adequate, but they still reported 
needing more physicians. 

Regarding distribution of unused waivers, of the 44 States that 
did not request their 30 waiver limit — 10 States did, 44 did not — 
25 of those 44 States said that they would be willing to have their 
unused waiver allotments redistributed at least either willing or 
willing under certain circumstances. 

And for example, some of these circumstances involve their will- 
ingness if they were — if it were — it depended on the timing of the 
distribution. They would not want it done in the first half of the 
year, when there was a chance that they still might be able to at- 
tract some physicians toward the end of the year. 

Others said they wanted to be sure that their needs were met be- 
fore they would give up their waivers. Others advocated for a re- 
gional distribution approach, while still others mentioned possible 
compensation, perhaps an exchange of unused waiver allotments 
for more flexibility for the waivers that they did use. 

Finally, several States mentioned that they would not want re- 
distribution in 1 year to affect the number of waivers that they re- 
ceived to be able to ask for in another year. 

In contrast to these 25 States, 14 States reported that they 
would not be willing to have their unused waiver allotments redis- 
tributed, and they were very concerned about the reduction in the 
number of physicians seeking to practice in their States. They felt 
that if, in fact, physicians knew that there was a redistribution 
program, they might wait until a more preferred location in an- 
other State cropped up before they applied for the position in a less 
desirable State. 

What remains unclear and what we could not determine is 
whether any redistribution approach would simply move waiver 
physicians from one State to another or instead increase the overall 
pool of physicians seeking waivers to work in underserved areas. 

I’m happy to elaborate on my findings or answer any other ques- 
tions that you may have. 

[The prepared statement of Ms. Aronovitz follows:] 
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The use of J-1 visa waivers remains a mtyor means of placing physicians in 
imderservetl areas of the United Stales. Stales and federal agencies reported 
requesting more than 1,000 waivers in each of the past 3 years. In contrast to 
a decade ago, states are now the primary source of waiver requests for 
physicians to practice in underserved areas, accounting for more than 90 
percent of sucli waiver requests in fiscal year 2005. The number of waivers 
individual states requested tliat year, however, varied considerably. F'or 
example, aliout one-quarter of the states requested the maximum of 30 
waivers, while slightly more than a quarter requested 10 or fewer. 
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States' Requests for J-1 Visa Waivers for Physicians to Practice in Underserved Areas, 
Fiscai Year 2005 
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Mr. Chairman and Members of the Subcommittee: 

I am pleased to be here tod^ as you consider the states’ authority to 
request J-1 \'isa waivers for foreign physicians to practice in underserved 
areas' of the United States. As you know, many communities throughout 
the coimtry — including rural and low-income urban areas — experience 
diftlciilties in attracting pl^cians to meet their health care needs. To 
address this problem, states and federal agencies have turned to foreign 
physicians who have just completed their graduate medical education in 
the United States. Many of these foreign physicians entered the United 
States on temporary visas, called J-1 visas, and are ordinarily required to 
return to their home country or country of last legal residence for 2 years 
when they complete their graduate medical education, This foreign 
residence requirement, however, can be waived by the Department of 
Homeliind Security in certain circunustances, including at the request of a 
state or federal agency if the physician agrees to practice in an 
underseived area for at least 3 years.'' By law, up to 30 J-1 ■visa waivers per 
year can be gntnted in response to each state’s requests— regardless of the 
state’s size or need for physicians.'* There is no limit in the number of J-1 
visa witiveis that may be granted in response to federal agencies’ requests. 

In 1996, we reported that the number of J-1 visa waivers requested by 
states and federal agencies for physicians to work in undersened areas 
had risen dramatically — from 70 in 1990 to more than 1,300 in 1995 — and 
that requesting waivers had become a major meaiis of providing 
physicians for underserv'ed areas. We estimated that, in 1995, the number 
of waiver physicians practicing in underseA’ed areas exceeded the number 
of physicians practicing there through the National Health Service Corps 
(NHSC) programs — ^the Department of Health and Human Services’ (HHS) 
primary mechanism for addressing shortages of physicians and other 


'in tliis statement, wc use ttic tcmi “uiidoiscrvexl aieas " to refor to f 1) areas, population 
groups within areas, and faciltties with shortages of health care professionals or (2) areas 
or population gn>ut>s with shortages oflieaJUi care services. The Depart riienl of HeH.llli and 
Human Services has established specific criteria for identifying these ai eas, w hich aie 
iles4'ril>e(l in more delail laler in this slalenient. 

^'niroiighoul (his slaloriKuil, wo refer (o a waiver <*f I Ik; 2-vefir foredgn n;sidcn(;(; 
rw.piireineul as si “J-1 visa waiver" or “waiver." 

®8 U.S.C. §§ 1182(c), 1181(I)(1)(B). States may request waivers for foreign physicians who 
enter the United States before June 1, 2006, under a J-1 visa for graduate medical education 
or who attcpiired siicli slal.usarieradinis.sioii. 8 I l.S.C. § 1 182 iiole. 
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primary care health professionals.* We reported that slightly over half of 
these waiver phj^icians practiced internal medicine, and many also had 
medical subspecialties. Further, more than one-third of the waiver 
physicians practiced in nonprofit community and migrant health centers, 
while nearly one-fourth were in private practices. We also noted that 
controls for ensuring that these physicians met the tenns of their waiver 
agreements w'ere somewhat weak.-' In the 10 years since our earlier report, 
the Department of Agriculture and the Department of Housing and Urban 
Development— which together requested more than 80 percent of the J-l 
visa w'alvers for ph.\«icians in 1995— decided to stop doing so, 

You and others have expressed an interest in determining how J-l \’isa 
waWers are being used to place physicians in underserved areas, We were 
also asked to report on one option that has been raised as a possible 
means to accommodate those states that have expressed an interest in 
having more than 30 waivers granted at their request each year — the 
possibility of redistributing some states’ unused waiver allotments. My 
remarks today are based on preliminaiy findings from our ongoing work 
and will focus on (1) the number of wai'vers requested by states in relation 
to the number requested by federal agencies; (2) practice specialties and 
settings of physicians whose waivers were lequested by states; (3) states' 
activities to monitor compliance with waiver agreements; and (4) states’ 
views on both the adequacy of the annual limit of 30 J-l \isa waivers per 
state and on having unused waiver allotments redistributed, which would 
require legislation. 

To address these issues, we administered a Web-based survey to the 
entities eligible to request J-l visa waivers for physicians under the 
authority granted to the states — the 50 states, the District of Columbia, 
Puerto Rico, Guam, and the U.S. Virgin Islands (hereafter referred to as 
“states”).’ We sent the survey to the official in each state authorized to sign 


’NHS<' places phy^cians and otlier health rai'e pmfessionals who are I .8. citizens or I .S. 
iialioiials in iindenierved areas primarily Ihroiigh ils si^tiolai'ship and educal.lonal loan 
repiiyiiicnl progTcUtis. FarUeipaliiig sludciils <uid liaillh prorcssioiuiis iuc required Lo 
j>riidice in iiiiderservetJ areas for al. leasi 2 years. 

’Srs; {i.\0, 1''<nrti<jn Htyxicians: l‘]xdi.ange Visitor f'irsfivin /{i-ctmi iiiij Major Roiil.r lo 
Practicing in U.S. Underseroed Areas, CAO/TIEn.S-97-20 ( WiusliiiigLoii, D.C.: flee. 30, 1996), 
and “Related GAO Products’' at the end of this stateinent. 

'ai’.S.C. §1101(a)(3f)). W'ealso sentaniail siiivey to the tln ee fedeial agencies that 
requested waiv'CTS for physicians to practice in undersem d ai cas in fiscal years 2003 
thif>iigh 2005. These included the Appalachian Regional CoinnilssloTi, the Delta. Regional 
Aiilhorily, and the Department of Health and Human Services. 
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waiver requests or to his or her designee. The survey asked for 
information on states’ J-1 visa waiver requests’ for fiscal years 2003 
through 2005 and on their views on the adequacy of the 30-waiver limit and 
hawng their unused waiver allotments redistributed.^ We received a 
100 percent response rate. We reviewed the surveys for internal 
consistency and follow^ed up with respondents to resolve discrepancies 
and clarify responses: however, we did not verify the accuracy of the 
responses. We also reviewed relev-ant laws, regulations, and documents, 
and interviewed officials involved in reviewing and granting waivers at the 
Departments of State and Homeland Security, We also interviewed 
officials at HHS and the Educational Commission for Foreign Medical 
Graduates — the prK'ate, nonprofit organization that sponsors foreign 
physicians as exchange visitors for graduate medical education, We shared 
facts included in this statement with officials at the Department of State, 
the Department of Homeland Securi^, and HHS and made changes as 
appnipriate. We conducted our work from August 2005 through May 2006 
in accordance with generally accepted government auditing standards. 

In summaiy, we found that the use of J-1 visa waivers remains a major 
means of placing physicians in underseived areas of the United States, 
with more than 1,000 waivers requested in each of the past 3 years for 
physicians to practice in nearly ev'ery state. In fiscal year 2005, states made 
more than 90 percent of these waiver requests. About 44 percent of the 
states’ waiver requests were for phj^icians to practice exclusively primary 
care,'’ while about 41 percent were for physicians To practice exclusively 
nonprimary care specialties, such as anestliesiology or cardiology. 
Regarding practice settings, more than three-fourths of the states’ waiver 
requests w’ere for plo^ioians to work in hospitals or private practices. 
While states do not have explicit responsibility for monitoring physicians’ 
compliance with their waiver agreements, most states reported that they 
had conducted some monitoring activities, such as requiring periodic 
reports on patients treated and conducting site visits to the practice 


’ While <»inj>reltensive<labi on I he niimheror.l-l visa waiver's gtaiil ed al lire I’erjuesl of 
slal»?s do iiol.cxisU (ho federal agorioios n?s|HHisiblc for roviriw ing and gttiiil ing sluice waiver 
retjiiesls indioaled I.IihI., afler review foroornplianoe with slalulorv ivqijjiernenls and 
stxairily is.sucs, nearly all are nx!oiiiiiioiid<xl and a]>[>rovcd. 

’Wc did not ask slates for Uieir views on olhcr oplioius to iiecoiiunodalc slalcs dial would 
like nKire than 30 waivers gtanted at tlieir request each yeai. 

Tor (lie purposes of Uiis rcporl, wc delinc prinuiry c<ut' to include liutiily praclicc, inlcnuil 
medicine, obstctrlcs/gynccology, and pediatrics. 
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locations. Six states — which together accounted for about 
13 percent of all state waiver requests in fiscal year 2005 — reported that 
their states had not conducted any monitoring activities that year. Finally, 
regarding the states’ authority to request waivers, about 80 percent of the 
states — ^including many of the states that requested the annual limit or 
chxse to it — ^reported the 30-waiver limit was adequate for their needs. 
About 13 percent, howe\'er, reported that this limit was less than adequate. 
Of the 44 states that did not always request the limit, 25 reported that they 
would be willing to have their unused waiver allotments redistributed, at 
least under certain circumstances, if authorized by law. In contrast, 
another 14 states reported that they would not be willing to have their 
unused waiver allotments redistributed. These states cited concerns such 
as the possibility that physicians seeking waivers would wait until a 
redistribution period opened and apply to practice in preferred locations 
in other states. 


Background 


Many foreign physicums who enter U.S. graduate medical education 
programs do so as participants in the Department of State's Exchange 
Visitor Program — an educational and cultural exchange program aimed at 
increasing mutual understanding between the peoples of the United States 
and other countries. Participants in tlie Elxchange Visitor Program enter 
the United States with J-1 visas.^’More than 6,100 foreign physicians with 
J-1 visas took part in U.S. graduate medical education programs during 
academic year 2004-05. This number was about 40 percent lower than a 


addiMcm to foreign physicians seeking to pursue graduate medical education, otlier 
calegories of exchange visitors include pnifessors and lesea.ich scholars, shoii-lerrti 
scholars, trainees, college and imivffrsiiy students, teachers, secondary school students, 
sj)ecialisLs, irileniHl.ional visitors, govemnienl. visilors, camp counselors, a.u pa.iis, and 
siuiuner work travel. See gen&'uU-y 22 C.F.lt. pL 62. Bxctuuigc visilors in lliesc olJicr 
categories arc subject to the 2-ycar foreign residence lecpureinent under certain 
eireuiiisliuiees. See 8 U.S.C. | ll}y(c}(i), (ji). [•’or luoie inJbrnuilion on Uie Exciumgo Visitor 
Prc^ani, sec GAO, State Department: Stronger Aftion NeeJed to hnpivve Oversight avd 
Assess Bisks of the Summer Work Travel and Trainee Categories of the Exchange Visitor 
Ih-ogram, C AOt)6-106 C^'^ashington, D.C.: Oct 1 1, 2005). 




GAO-06-773T 



66 


decade earlier, when about 10,700 foreign physicians with J-1 visas were in 
U.S. graduate medical education programs. " 

Physicians participating in graduate medical education on J-1 \isas ar e 
required to return to their home country or country of last legal residence 
for at least 2 years before they may apply for an immigrant visa, permanent 
residence, or certain nonimmigrant work visas.*^ They may, however, 
obtain a waiver of this requirement from the Depar tment of Homeland 
Security at the request of a state or federal agency, if the physician has 
agreed to practice in, or work at a facing that treats residents of, an 
underserved area for at least 3 years.** 

States were first authorized to request J-l visa waivers on behalf of foreign 
physicians in October 1994.'' Initially, stales were authorized to request 
waivers for up to 20 physicians each fiscal yeai'; in 2002, the annual limit 
was increased to 30 waivers per state.” Physicians who receive waivers 
may work in various practice settings, including federally funded health 
centers iuid piivjite hospitals, and they may practice both primary care and 


' 'The reasons for this dctUnc aiv not eoniplotoly andorstood. Foreign ph,vslcifins ‘"dso enter 
the United Stales for graduate inedical education using otJiev v1fia,ty]’ies, such as H-IH 
viswi — leiii]M>rtr> work vis:is for foreign natioiiais eriitikt.ved in cerlain speeiall.v 
omipalions. Ti>ese other visa fy|>es may require the physician to meet additional statutoiy 
or regubU>ry re(]uireittenlK, siK'h as evidence (hal Ihe pli.ysicia.n lia.sa licterise l.o practice 
nieflictne in a particular state. Reliabledafa.are not available oti The extent to which these 
other visa lyi>es are used. 

"*8 U.S.(1. § i 182(c). Such foreign incdicai graciuaits with .1-1 visas arc also prohibited from 
duuigiiig to 2 in>' uOier typcofiioniitutkignutl sIhIus. S § 1258(2). 

**8 U.S.C. §§ 1182(0), 1181 (1)(1)(D). Pliysiciaiis may also obtain a waivor at the request of 
the r>ef>artnient of VrteraTis .Affairs (V'.A) If the physician has agr eed to practice at a V.A 
facUily lor at least 3 years. To obtain a waiwr to practice in an underseived area or at a VA 
forlltty, such cmploynient must also be detenuined hy the Dejia.rtment of Homeland 
Serrurily lo l>e in (lie public inleresL I’hysidaiis willi.l-l visas may also obla.in a waiver of 
tlie 2-year foreign residence requirement if the Department of Homeland Security 
deleniiiiies that their departure from the I niie<l Slates would create an excej)l ional 
hardship for the plorsician’s U.S. citizen or periuanent resident spotise or child or if the 
rel.iini U> the physician’s homecouniry orcoiinlry of Iasi residence would siilqeci Ihe 
pliysiciaii U> jK;rsc<!ul.ion Ixxtausc of ra<!c, rdigioii, or polilical oj>inions. 

''*Pub. L No. 103-116, § 220, 108 Slal. 130.5, 1319. Fetk'r<il iigeiicies w ere fu'sl aulhorizcd lo 
request J-1 visa waivers for pl^ysiclans in graduate medical education in 1!.)61. Flib. L. No. 
87-266, § 109(c), 76 Sfat 627, .m 

'*Piib. L No. 107-2ra, § 11018(a), 116 Stat. 1758, 1825. 
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nonprimaiy care specialties/* States and federal agencies may impose 
additional limitations on their programs beyond federal statutory 
requirements, such as limiting the number of requests they will make for 
physicians to practice nonprimary care specialties. 

Obtaining a J-1 visa waiver through a state request involves multiple steps. 
A physician must first secure a bona fide offer of employment from a 
health care facility that is located in, or that treats residents of, an 
underserved area. The physician, the prospective employer, or both then 
submit an application to a state to request the w^aiver. The state submits a 
request for the waiver to the Department of State. If the Department of 
State recommends the waiver, it forwards its recommendation to the 
Department of Homeland Security’s U.S. Citizenship and Immigration 
Services (USCIS). USCIS is responsible for making the final determination 
and notifying the physician when a waiver te granted, According to 
officiiUs invoK'ed in recommending and appn)ving waivers at the 
Department of Suite <ind USCIS. after review for compliance with 
statutory requirements and security Issues, nearly all states’ waiver 
requests are recommended and approved. Once physicians are granted 
waivers, they must w'ork at the site specified in their waiver applications 
for a minimum of 3 years/" During this period, although states do not have 
explicit responsibility for monitoring physicians’ compliance with the 
terms and conditions of their waivers, states may conduct monitoring 
activities at their owti initiative. 

For purposes of J-1 \isa waivers, HBIS has specified two types of 
underserved areas in ■wliich waiver phj^icians may practice: health 
professional shortage areas (HPSAs) and medically underserved areas and 
populations (MUA/Ps).'” In general, HPSAs are areas, population groups 
within areas, or facilities that HHS has designated as having a shortage of 
primary care health professionals and are identified on the basis of, among 


'^Uiles jihJ Federal ageiieies ret^ijesliiig w;ij vet's For ii<>rij)ri[riH.ry cH.re ph.vsicikins ;ire 
rcHyiiriHl U) deriM>rislral.c ashorlagooF Ik'jiII.Ii Crin; [irorassioriHls ahlc lo proviile si^rv in 
lhal iitetJk'iil s[>e(;iall.y For the pHlieiilii who would >>e served Iry Ihn.l jrliysicinn. based on 

llu'irown eriloria. 8 L.S.C. § I I81(IXI)(I)X''U- 

'’Hiysicisinsniay obtain approval From USCIS lo (nuisfcr to iuiolhcr facilily or location 
when extenuating circumstances exist, such as when the ph5'Slc-ian's assigned facility 
closes. 

'*60 Fed. R<^ ia51.^ CScpt 19, 1996). 
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Other factors, the ratio of population to primary care physicians."’ MUA/Ps 
are areas or populations that HHS has designated as having shortages of 
health care services and are identified using several factors in addition to 
the a\'ailability of piiniary care providers.*^' In 2004, Congress gave states 
the flexibility to use up to 5 of their 30 waiver allotments each year — 
which we call “flexible waivers” — for physicians to work in facilities that 
serv'e patients who reside in a HPSA or MUA/P, regardless of the facilities' 
location.'" 

No one federal agency is responsible for managing or tracking states’ and 
federal agencies’ use of J-1 visa waivers to place physicians in underserv’ed 
areas. Further, no comprehensive data are available on the total number of 
wah'ers granted for physicians to practice in underserv’ed areas, HHS’s 
Health Resources and Services Administration is the primary federal 
agency responsible for improving access to health care services, both in 
terms of designating undersetved areas and in administering prograitis — 
such as the NHSC programs — to placte physicians and other providers in 
them. However, HHS’s oversight of waiver physicians practicing in 
undersetved arejts has genetnlly been limited to those physicians for 
whom HHS has requested J-1 visa waivers. 


Waivers Remain a 
Major Means for 
Providing Physicians, 
and States Request 
Most Waivers 


J-1 visa waivers continue to be a major means of supplying physicians to 
undersetved areas in the United States, with stales and federal agencies 
reporting that they requested more than 1,000 w’aiv'ers in each of fiscal 
years 2003 through 2005. We estimated that, at tlie end of fiscal year 2005, 
the number of phj^icians practicing in underserv’ed areas through tine use 


"IlHS's Health Resources and Services Administration fHRSAj designates geogia(:>lue 
areas, specific population groups mtlun an area, or specific facilities as HPSAs. Separate 
ilesignalioris exist for primary care and for oilier he:illh <;a.re rielils, such as iiieiilnl lieallh. 
For primary care HPSAs, designation is based in part on the basis of the ratio of population 
lo llie miinl>er of primary <tare physicians but may also include other hndoi's such as lieallh 
can^ n»ouri!cs available in neighboring answ. hllp;//l>lij>r.hrSfi.gov/sh(irliigo 
/hpsacritJrtm, downloaded 16, 2006. 

■“lIltSA desigiial4» areas and populations as Ml A/Fs. Srx'; htlj)://l)h]ir.hrs;i.gov/sh(irtag(' 
/mui^uidolilni, dovvnloaded May 15, 2006. 

"Pub. L No. 108-111, § 1(d), 118 Slat 2630. 
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of J-1 visa waivers was roughs one and a half times the number practicing 
there through NHSC programs.’^ 

In conti’ast to our findings a decade ago, states are now the primary source 
of waiver requests for physicians to practice in underserved areas. In fiscal 
year 2005, more than 90 percent of the waiver requests for physicians were 
initiated by the states, compared with fewer than 10 percent in 1995.^* (See 
fig. 1.) Every state except Puerto Rico and the U.S. Virgin Islands reported 
requesting waivers for physicians in fiscal year 2005, for a total of 956 
waiver requests. In 1995— the first full year that states had authority to 
request waivers — ^nearly half of the states made a total of 89 waiver 
requests. 


'^)ata are not available on the number of waiver physicians th acticing in imrlei'sen ed areas 
at ajiy given time. We estimated that mnnber by totaling the number of waiver requests in 
each of fiscal years 2003 Ihroi^ 200.ri-which would represent tlie physicians ex^iected to 
be fulfilling their 3-year practice period or who liad waivers in process to do so. We 
coinpHTCHl fhal number with the number of Ni ISC physicians practicing in undci’scM vcMl 
an'as as of September 30, 2005. 

^in 199.5, up to 2(1 waivers j>er year could l>e granted in msj>()nse to each slale’s recpiesis, so 
Ihemaxiiiuuii number of waivers llial could be gnuilcti liuiL yciu iii response to Lite 51 
states’ requests was 1,080. Since 2002, the maximum luunbcr lias been 50 percent higher, so 
Uie maximum number of waivers tliat can be gnuitcd iuuiuaily in response lo Llic 51 slates’ 
requests has been 1,620. 
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Figure 1 : States’ and Federal Agencies’ Requests for J-1 Visa Waivers for 
Physicians 

Numbet of waiver reqtiesis 



I I Federal agencies 

a"“ 

Sriccm: OAO'SEHS-ST-^e; QAO survi^ of states, 2005; OAO survey of Menu ugsnnss. 2005. 

Note: Data apply to calendar year 199Sand fiscal years 2003 through 2005. In 1995, up to 20 
waivers per year could be granted in response to each state’s requests. Since 2002, the annual limit 
has been 30 waivers per slate. 

During the past decade, the two federal agencies that requested the most 
waivers for physicians to practice in underserved areas in 1995 — the 
Department of Agriculture and the Department of Housing and Urban 
Development — have discontinued their programs.'^ These federal agencies 
together requested more tiian 1,100 waiver's for physicians to practice in 47 
states in 1996, providing a significant source of w'aiver physicians for some 
states. For example, these federal agencies requested a total of 149 
waivers for physicians to practice in Texas, 134 for New York, and 105 for 
Illinois in 1996. In fiscal year 2005, the three federal agencies that 
requested waivers for physicians to practice in underserved areas — the 
Appalachian Regional Commission, the Delta Regional Authority, and 


^’lic Dcparlnicnl ol llousli^ and Lirban DcvciopinciiL slopped reqiiesliiig w.iivexs lor 
physidans in 1996; the Department of Agriculture sti>ppcd its rirograin in 2002. 
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HHS — requested a total of 66 waivers for physicians to practice in 15 
states.^ 

With diminished federal participation, states now obtain waiver physicians 
primarily through the 30 waivers they are allotted each year. The number 
of waivers states actually requested, however, varied considerably among 
the states in fiscal years 2003 through 2005. For example, in fiscal year 
2005, about one-quarter of the states requested the maximum of 30 
waK'ers, while slightly more than a quarter requested 10 or fewer (see fig. 
2). Collectively, the 54 states requested 956 waivers, or roughly 60 percent 
of the maximum of 1,620 waivers that could have been granted at their 
request. 


■®Tlic number of waivers rcqucsietl by Uiese agencies ibr pliysiciiuis lo practice in eacii ot 
Iho 16 states ranged from 1 request for each of 6 states to 1 1 rc ciucsts for Mississippi. 
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Figure 2: States’ Requests for J-1 Visa Waivers for Physicians to Practice in Underserved Areas, Fiscal Year 200B 



Sources: GMO surwy o< slates (data). 200S;copyngMO Corel Coip., an rights reserve<3 (map). 

Note: Guam requested two waivers in fiscal year 2005; Puerto Rico and the U.S. Virgin Islands 
requested no waivers that year. 
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States Requested 
Waivers for 
Physicians to Work 
in a Variety of 
Practice Specialties 
and Settings 


Of the waivers states requested in fiscal year 2005, about 44 percent w^ere 
for phj^icians to practice exclusively primary care, while about 41 percent 
were for physicians to practice exclusively in nonprimary care specialties, 
such as anesthesiology or cardiology. An additional 7 percent were for 
physicians to practice psychiatry.*'^ A small proportion of requests 
(5 percent) w'ere for physicians to practice both primary and nonprimary 
care — ^for example, for individual physicians who practice both internal 
medicine and cardiology (see fig. 3). 


Figure 3: Specialties Practiced by Physicians lor Whom States Requested J-1 Visa 
Waivers, Fiscal Year 2005 



Note: Percentages are based on 956 waivers requested by 52 states in fiscal year 2005. Puerto Rico 
and the U.S. Virgin Islands did not request waivers that year. Psychiatry is reported as a separate 
medical specialty because some states J-1 visa waiver programs have requirements for psychiatrists 
that diffei from those for other physicians. 


^Psycliiiitry is reported as a separate iiic<lieal specialty because some sUites’ J-1 vis;i 
waiver programs have rcquircmciits for psycluatiists tliat diffe r from those for other 
physitnans. For example, a state might requite psycliiatrists seeldi^ J-1 \1sa waivers to 
pr.ieliee in areas that HHS has designated as meni al healih HI’S.^s. 
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More than 90 percent of the states that requested waivers in fiscal year 
2005 reported that, under their policies in place that year, nonprimary care 
physicians were eligible to apply for waiver requests. Some of these states 
limited these requests. For example, some states restricted the number of 
hours a physician could practice in a nonprimary care specialty. Further, 
two states reported that they accepted applications from, and requested 
waK'ers for, primary care physicians only. 

Regarding practice settings, more than three-fourths of the waivers 
requested by states in fiscal year 2005 were for physicians to practice in 
hospitals and private practices, including group practices. In addition, 

16 percent were for physicians to practice in federally qualified health 
centers — ^facilities that provide primary care services in underserved 
areas — or rural health clinics — facilities that provide outpatient primary 
care services in rural areas (see fig. 4). More than 80 percent of the states 
requesting waivers in fiscal year 2005 reported requiring facilities where 
the physicians worked— regardless of practice setting— to accept some 
patients who were uninsured or covered by Medicaid. 


''AuUioiizcd under lUlcXIXoI Ihe Social Socurily Acl, Mcr.licaid is liie joiiil fedcr;il-sLalc 
piogianilhat finances health care for certain low-income mdi\1duals. 
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Figure 4: Practice Settings of Physicians for Whom Stales Requested J-1 Visa 
Waivers, Fiscal Year 2005 


f-edersily quslrfisd health center 



Note: Percentages are based on 9S6 waivers requested by 52 states in fiscal year 2005. Puerto Rico 
and the U.S. Virgin Islands did not request waivers that year. 


Most States Reported 
Conducting Some 
Monitoring Activities 


Although states do not have explicit responsibility for monitoring 
physicians’ compliance with the terms and conditions of their waivers, in 
fiscal year 2005, more than 85 percent of the states reported conducting at 
least one monitoring activity. The most common activity — reported by 40 
states — ^was to require periodic reports by the physician or the employer 
(see table 1). Some states required these reports to specify the number of 
hours the physician worked or the types of patients — for example, 
whether they were uninsured — ^whom the physician treated. 
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Table 1 : Monitoring Activities States Reported Conducting in Fiscal Year 2005 

Activity 

Number of states 
conducting 
activity 

Percentage of 
states conducting 
activity 

Required periodic reports by the physician or 
employer 

40 

75 

Monitored through regular communication with 
employers 

21 

40 

Monitored through regular communication with 
physicians 

19 

36 

Conducted periodic site visits 

18 

34 

Other 

9 

17 


Source GAO survey ol elslee. ZOOS. 


Note: Reported activities are tor the 53 states that requested any waivers in fiscai years 2003 through 
2005. Puerto Rico did not request waivers during that penod. 


Not. all states that lequested waivets conducted monitoring activities. Six 
states, which collectively accounted for about 13 percent of all state 
waiver requests in fiscal year 2005, reported that they conducted no 
monitoring activities in that year. 


Most States Reported 
That the Annual Limit 
Was Adequate but 
Reported Differing 
Views on Having 
Allotments 
Redistributed 


The m^Oority of the states reported that the annual limit of 30 waivers per 
state was at least adeqiuUe to meet their needs for J-l visa w’aiver 
physicians. When asked about their needs for additional waiver 
physicians, however, 11 states reported needing more. Furthermore, of the 
44 states that did not request their 30-waiver limit in each of fiscal years 
2003 through 2006, more than half were willing, at least under certain 
circnimstances, to have their uniLsed w'<iiver allotments redistributed to 
other states in a given year. Such redistribution would require legislation. 
Fourteen states reported that they w'ould not be willing to have their 
states’ unused waiver allotments tedisUibuted. 
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Most States Reported That 
the Annual Waiver Limit 
Was Adequate, Wliile Some 
Reported the Need for 
More 


About 80 percent of the states reported that the annual limit of 30 waivers 
per state w^as adequate or more than adequate to meet their needs for J-1 
visa waiver physicians. However, 13 percent of the states reported that the 
30-waiver limit was less than adequate (see fig. 5). 


Figure 5: States’ Views on the Adequacy of the Annual Limit of 30 J-1 Visa Waivers 
for Physicians, 2005 



Note: Percentages are based on all S4 statee eligible to request waivers. 

Among the 16 states that requested 29 or 30 witivers in fiscal year 2005, 10 
states reported that the annual limit was at least adequate for their needs. 
The other 6 states that requested all or almost all of their allotted waivers 
that year reported that the 30-waLver limit was less than adequate. 

As mentioned etirlier, states can use up to 5 of their w'aiver allotments for 
physicians to work in facilities located outside of HPSAs and MUA/Ps, as 
long these facilities serve patients who live in these underserved areas. 
While we inquired about states’ views on the adequacy of the annual limit 
on these flexible wavers, fewer than half of the states reported requesting 
flexible waivers in fiscal year 2005 — the first year they were authorized to 
do so. When asked about the annual limit of 5 flexible waivers, half of the 
states (27 states) reported that this limit was at least adequate, but nearly 
one-third (17 states) did not respond or reported that they w'ere unsure of 
their need for flexible waivers. The remaining 10 states reported tliat the 
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annual limit of 5 flexible waivers was less than adequate (see fig. 6). Of 
these 10 states, 8 had also reported that the annual limit of 30 waivers per 
state was at least adequate for their needs, suggesting that some states 
may be more interested in increasing the flexibility with which waivers 
may be used than in increasing the overall number of waivers each year. 


Figure 6: States’ Views on the Adequacy of the Annual Limit of Five Flexible J-1 
Visa Waivers for Physicians to Practice Outside of HPSAs or MUA/Ps, 2005 

, Too esr'y tc tel:, don t know, or no an.swer 



Note: Percentages ate based on all S4 stales eligible to request waivers. 

In addition to commenting on the adequacy of the annual waiver limits, 
states estimated their need for additional physicians under their J-1 visa 
waiver programs. Specifically, 11 states (20 percent) estimated needing 
between 5 and 50 more waiver physicians each. Collectively, these 
1 1 states reported needing 200 more waiver physicians (see table 2). 
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Table 2: Number of Additional J-1 Visa Waiver Physicians States Estimated Needing 
per Year, 2005 

State 

Estimated number of waiver physicians 
needed beyond annual limit of 30 

Kentucky 

5 

Arkansas 

10 

Iowa 

10 

Louisiana 

10 

Massachusetts 

10 

West Virginia 

10 

California 

20 

Michigan 

20 

Arizona 

25 

New York 

30 

Texas 

50 

Total 

200 


Source: KAO survey of slates. 2(Xli. 

Note; Data are from the 1 1 states that reported needing additional J-1 visa waiver physicians beyond 
the current annual limit of 30. 


Aithougli 10 states reported requesting the annual limit of 30 waivers in 
each of fiscal years 2003 through 2005, the large majority (44 states) did 
not. When asked to provide reasons why they did not use all 30, many of 
these states reported that they received fewer than 30 applications that 
met their requirements for physicians seeking w’aivers through their state 
J-1 visa waiver programs. Some states, how'ever, offered further 
explanations, which touched upon difficulties attracting physicians to the 
state, low demand for w^aiver physicians among health cme facilities or 
communities, and mismatches between the medical specialties 
communities needed and those held by the physicians seeking wuiivers. 
For example: 

Difficuliies ailracMng imiver physiciaiw: One state commented that the 
increase in the annual limit on waivers from 20 to 30 in 2002 opened more 
positions in other states, contributing to a decrease in interest among 
physicians seeking waivers to locate in that state. Tw'o states suggested 
that because they had no graduate medical education programs or a low 
number of them, fewer foreign plijsicians were familiar with their states, 
affecting their ability to attract pl^icians seeking J-1 visa waivers. 
lAm) demmidfor vjaimr jdiysicutns: Many states noted low demand for 
foreign physicians among health care facilities or communities in the 
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states. Two of these states commented that they had relatively few 
problems recruiting U.S. phj^icians. Another state commented that health 
care facilities — ^particularly small facilities and those located in rural 
areas — may be reluctant to enter into the required 3-year contracts with 
waiv'er pt^sicians because of their own budget uncertainties. 

Ldfk of phytiickins -with need-cxl spexdaltms: One state commented that 
most communities in the state need physicians trained in family medicine 
and that few' phj^icians with J-1 visas have that training. Similarly, another 
state noted a lack of demand among the health care facilities in the state 
for the types of medical specialties held by physicians seeking waivers. 

In response to a question about whether they had observed any significant 
changes in the munber of phj^icians seeking J-1 visa waiv^ers, 15 states 
reported seeing le&s interest fnun physicians, or fewer applications, since 
2001. Some states suggested that the decline might be due to an overall 
reduction In the number of physicians with J-1 visas who were in graduate 
medical education programs. Three states mentioned the possibility that 
more physicians may be opting to participate in graduate medical 
education on an H-IB visa, w'hich does not have the same foreign 
residence requirement as a J-1 visa. 


States’ Views Differed on Of the 44 states that did not use all of their waiv'er allotments in each of 
Having Unused Waiver fiscal years 2003 through 2005, slightly over half (25 states) reported that 
Allotments Redistributed would be willing, at least under certain circumstances, to have their 

unused waiver allotments redistributed to other states. In contrast, about 
one-third of the states with unused w<iiver idlotments (14 states) reported 
that they would not be w'illing to have their unused waiver allotments 
redistributed. (See table 3 and, for further details on states' responses, see 
app. I.) 
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Table 3: Views Reported by States with Unused Waiver Allotments on Their 
Willingness to Have Them Redistributed, 2005. 

Willingness to have their unused waiver 
allotments redistributed 

Number of 
states 

Total number of 
unused waiver 
allotments in fiscal 
year 2005 

Willing 

11 

161 

Willing under certain circumstances 

14 

237 

Not willing 

14 

200 

No opinion 

2 

23 

Don't know/no answer 

3 

43 

Total 

44 

664 


Scute?: GAO survey ot stales, 2006. 

Note: Data are from the 44 states that did not request the annual limit of 30 waivers In each of fiscal 
years 2003 through 2005. 


The 14 states that reported they would be willing under certain 
circumstances to have their unused waiver allotments redistributed listed 
a viuiety of conditions under which they would be willing to do so, if 
authorized by law. These conditions centered around the timing for 
redistribution, the approach for redistribution, .md the possibility for 
compensation. 

Timing of redtsiritrulhn: Seven states repotted that their willingness to 
have their unused w'aiver allotments redistributed depended in part on 
when the redistribution would occur in a given year. Their comments 
suggested concerns about states being asked to give up unused waiver 
allotments before having fully determined their own needs for them. For 
example, three states reported that they would be willing to release at 
least a portion of their unused waiver allotments midway through the 
fiscal year. One state reported that it would be willing to have its unused 
wah'er allotments redistributed once the state reached an optimal 
physicjan-to-population ratio. Flnjrlly, two states specified that states 
benefiting from any redistribution should be required to use the 
redistributed waivers within the same fiscal year. 

Appro<w.h Jar redisiriJyulmn: Three states reported that their willingness 
to have their unused waiver allotments redistributed depended on how the 
redistribution would be accomplished. Two states reported a willingness 
to do so if the allotments were redistributed on a regional basis — such as 
among midwestem or southwestern states. Another state reported that it 
wjiuld be willing to have its unused waiver allotments redistributed to 
states with high long-term vacancy rates for physicians. This state was also 
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willing to haw its unused w'aiver allotments redistributed in emergency 
relief situations, such as Hurricane Katrina's aftermath, to help attract 
physicians to devastated areas. 

Foss-ilrUityfor (■(rmpensatioii: Twm states stated that they would be 
willing to have their unused waiver allotments redistributed if they were 
somehow compensated. One state remarked that it would like more 
flexible waiver allotments, equal to the number of unused waiver 
allotments that were redistributed. The other state did not specify the form 
of compensation. 

Oihei- issues- One state commented that it would be willing to have its 
unused w’aiver allotments redistributed as long as redistribution did not 
affect the number of w^aivers it could request in future years. Another state 
responded that any provision to have unused waiver allotments 
redistributed would need to be pilot-tested for 2 years so that its effect 
could be evaluated. 

The 14 states that reported that they would not be willing to have their 
unused waiver allotments redistributed to other states cited varied 
concerns. Several states commented that, because of physicians' location 
preferences and differences in states' J-1 visa waiver program 
requirements, a redistribution of unused w'aiver allotments could possibly 
reduce the number of physiciaas seeking w’aivers to practice in certain 
states. 


Physician location piv/erenees: Three states commented that physicians 
seeking J-1 visa waivers might wait until a redistribution period opened so 
that they could apply for waiters to practice in preferred states. As one 
state put it, if additional waiwis were provided to certain states, a 
physician might hum down the “number 15 slot” in one state to accept the 
“number 40 slot” in another. This concern w;is also raised by four states 
that reported they were willing to have their unused waiver allotments 
redistributed under certain circumstances; two of these states specifically 
mentioned the possible negativ'e impact that redistribution could hav'e on 
rural areas. 

Differences in stale program requirenwnis: One state commented tlmt 
until state requirements for waivers w'ere made consistent among states, 
having unused waiver allotments redistributed would benefit states with 
more lenient requirements or force states with more stringent 
requirements to change their policies. While this state did not specify w'hat 
it considered to be stringent or lenient requirements, substantial 
differences in state programs do exist. For example, some states restrict 
their waiver requests solely to primary care physicians, while others place 
no limits on the number of allotted waiv'ers they request for nonprimary 
care physicians. In another example, four states require 4- or 5-year 
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contracts for all physicians or for physicians in certain specialties. One 
state commented that if it lost, an unused waiver allotment to a state with 
more lenient requirements, it would have given away to another state a 
potential resource that it had denied its own communities. 


Mr. Chairman, this concludes my prepared statement. I will be happy to 
answ’er any questions that you or Members of the Subcommittee may have. 


Cont3-Ct and information regarding this testimony, please contact Leslie G. 

Arono\itz at (312) 220-7G00 or aronovltzl@gao.gov. Contact points for our 
AcknOWl6dgm6ntS offices of congressional Relations and Public Affairs may be found on the 

last page of this statement Kim Yamane, Assistant Director; Ellen W. Chu; 
Jill Hodges; Julian Klazkin; Linda Y.A. Mclver; and Perry G. Parsons made 
key contributions to this statement 
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Appendix I: State Responses to Selected 
Survey Questions 





Number of waivers states 

reported requesting in each adequacy of 

fiscal year annual limit of 30 

Views on adequacy of 
annual limit of 5 flexible 

Willingness to have 
unused waiver 
allotments redistributed 

State 

2003 

2004 

2005 waivers 

waivers 

to other states 

Alabama 

18 

19 

24 Adequate 

Adequate 

Yes 

Alaska 

5 

0 

1 Adequate 

Adequate 

Yes, under certain 
circumstances 

Arizona 

30 

30 

30 Adequate 

Adequate 

‘ 

Arkan3a$ 

30 

30 

29 Less than adequate 

Don't know 

Yes 

California 

30 

30 

30 Much less than adequate 

No answer 


Colorado 

11 

3 

5 Much more than 
adequate 

Much more than 
adequate 

Don't know 

Connecticut 

27 

30 

26 More than adequate 

No answer 

Yes 

Delaware 

21 

21 

16 Adequate 

Adequate 

Yes, under certain 
circumstances 

District of 
Columbia 

3 

9 

3 More than adequate 

Less than adequate 

Yes 

Florida 

30 

30 

30 Adequate 

No answer 

‘ 

Georgia 

30 

30 

28 Adequate 

More than adequate 

Yes 

Guam 

0 

1 

2 Much more than 
adequate 

Much more than 
adequate 

Yes 

Hawaii 

2 

1 

4 More than adequate 

More than adequate 

Yes, under certain 
circumstances 

Idaho 

0 

0 

1 More than adequate 

More than adequate 

No 

Illinois 

28 

30 

30 Adequate 

Too early to tell 

No 

Indiana 

27 

30 

30 Adequate 

Adequate 

No 

Iowa 

30 

30 

28 Less than adequate 

Too early to tell 

Yes, under certain 
circumstances 

Kansas 

14 

26 

17 Adequate 

Adequate 

Yes, under certain 
circumstances 

Kentucky 

30 

30 

30 Adequate 

Less than adequate 


Louisiana 

15 

13 

10 Too early to tell 

Adequate 

No 

Maine 

29 

18 

25 More than adequate 

Adequ^e 

No 

Maryland 

15 

22 

29 Adequate 

Adequate 

Yes, under certain 
circumstances 

Massachusetts 

28 

30 

30 Less than adequate 

No answer 

No answer 

Michigan 

30 

30 

30 Less than adequate 

Less than adequate 


Minnesota 

30 

15 

21 Adequate 

Too early to tell 

Yes 

Mississippi 

19 

17 

18 Adequate 

Less than adequate 

No 
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State 

Number of waivers states 

reported requesting in each views on adequacy of 
fiscal year annual limit of 30 

2003 2004 200E waivers 

Views on adequacy of 
annual limit of 5 flexible 
waivers 

Willingness to have 
unused waiver 
allotments redistributed 
to other stales 

Missouri 

30 

30 

30 More than adequate 

Much more than 
adequate 


Montana 

2 

1 

2 More than adequate 

Adequate 

Yes, under certain 
circumstances 

Nebraska 

15 

7 

13 Adequate 

Adequ^e 

Yes, under certain 
circumstances 

Nevada 

26 

18 

13 Adequate 

Adequate 

No 

New Hampshire 

6 

11 

1 5 Much more than 
adequate 

Less than adequate 

Yes, under certain 
circumstances 

New Jersey 

2 

1 

2 Much more than 
adequate 

Adequate 

Yes, under certain 
circumstances 

New Mexico 

29 

27 

29 Adequate 

Adequate 

Yes 

New York 

30 

30 

30 Less than adequate 

Too early to tell 


North Carolina 

10 

11 

1 6 More than adequate 

More than adequate 

No 

North Dakota 

11 

13 

6 More than adequate 

Much less than adequate 

Yes, under certain 
circumstances 

Ohio 

30 

30 

30 Adequate 

Much more than 
adequate 


Oklahoma 

0 

17 

12 More than adequate 

Less than adequate 

No 

Oregon 

20 

19 

22 Adequate 

Too early to tell 

Yes, under certain 
circumstances 

Pennsylvania 

13 

16 

22 More than adequate 

Too early to tell 

No 

Puerto Rico 

0 

0 

0 Much more than 
adequate 

Much more than 
adequate 

Yes 

Rhode Island 

30 

30 

30 Adequate 

Too early to tell 


South Carolina 

30 

26 

21 Adequate 

Adequate 

No 

South Dakota 

10 

6 

6 Much more than 
adequate 

Too early to tell 

No 

Tennessee 

21 

27 

12 Adequate 

Too early to tell 

No 

Texas 

30 

30 

30 Much less than adequate 

Adequate 


Utah 

4 

6 

5 Much more than 
adequate 

Don't know 

Yes 

Vermont 

0 

1 

2 Adequate 

Less than adequate 

Yes 

Virgin Islands 

1 

0 

0 Too early to tell 

More than adequate 

Yes, under certain 
circumstances 

Virginia 

17 

13 

1 9 No answer 

Much less than adequate 

No opinion 

Washington 

30 

30 

28 Adequate 

Too eariy to tell 

Yes, under certain 
circumstances 

West Virginia 

22 

14 

18 Adequate 

Adequate 

No opinion 
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Number of waivers states 
reported requesting in each 
fiscal year 

Views on adequacy of 
annual limit of 30 

Views on adequacy of 
annual limit of 5 flexible 

Willingness to have 
unused waiver 
allotments redistributed 

State 

2003 2004 

200E 

waivers 

waivers 

to other stales 

Wisconsin 

29 23 

12 

More than adequate 

Too early to tell 

Don't know 

Wyoming 

3 3 

4 

Much more than 
adequate 

Much less than adequate 

No 


Source: GAO survey Of 9ttle», ZOOS. 


'States that requested 30 waivers in each of fiscal years 2003 through 2005 were not asked about 
their willingness to have unused waver allotments redistributed to other states. 


Page. 25 


GAO-06-773T 




87 


Related GAO Products 


State D^mrtmeyit- Stronger Act'um iS'e-cAeii to Improve Oversight a:iid 
Assess Risks of the Summer Work Travel ami Tmiiiee Categorifs of the 
Exetiange Visitor l*rogmin. GAO-Oe-lf'5. Washington, D C.: October 14, 
2005. 

Health Worftforce: Ensuring Adeguate Supply and DislribuUon Remains 
ChaUenging. GAO-0I-1042T. Washington, D.C.: August 1, 2001. 

Health Care Access: Programs for Undcnencd Populations Could Be 
Irnpromi. GAOA’-HliiiS-00-Sj. Washington, D.C.: March 23, 2000. 

Foreign FhysicMns: Erchange Visitor Program Becoming Major Route 
to PracUchig in U.S. Hndcrserred Areos. GAO-HEJ::TS-07-26. Washington, 
D.C.: December 30, 1996. 

Health Caiv Shortage Arexfs: Designations Hoi a Useful Tool for 
Directing Resources to (he Undersetred. GAO/flEBIS Po 200. Washington, 
D.C.: Septembers, 1995. 


(290.517) 


Page 26 


GAO-06-773T 



88 


This is a work of the U.S. government and is not subject to copyright protection in the 
United States. It may be reproduced and distributed in its entirety without further 
permission from GAO. However, because this work may contain copyrighted images or 
other material, permission from the copyright holder may be necessary if you wish to 
reproduce this material separately. 



89 



GAO’s Mission 

■ 

The Government Accountability Office, the audit, evaluation and 
investigative arm of Congress, exists to support Congress in meeting its 
constitutional responsibilities and to help improve the perfonnance and 
accountability of the federal government for the American people. GAO 
examines the use of public funds; evaluates federal programs and policies; 
and provides analyses, recommendations, and other assistance to help 
Congress make informed oversight, policy, and funding decisions. GAO’s 
commitment to good government is reflected in its core values of 
accountability, integrity, md reliability. 

Obtaining Copies of 
GAO Reports and 
Testimony 

The fastest and easiest way to obtain copies of GAO documents at no cost 
is through GAO’s Web site (www.gaf/.gov). Each weekday, GAO posts 
newly released reporte, testimony, and correspondence on its Web site, To 
have GAO e-mail you a list of newly posted products every afternoon, go 
to w\\n,v.gao.gov and select “Subscribe to Updates,” 

Order by Mail or Phone 

The first copy of each printed report is free, Additional copies are $2 each, 

A check or money order should be made out to the Superintendent of 
Documents. GAO also accepts VISA and Mastercard, Orders for 100 or 
more copies mailed to a single address are discounted 25 percent. Orders 
should be sent to; 

U.S. Government Accountability Office 

441 G Street NW, Room LM 

Washington, D.C. 20548 

To order by Phone; Voice: (202) 512-6000 

TDD: (202)512-2537 

Fax: (202)512-6061 

To Report Fraud, 
Waste, and Abuse in 
Federal Programs 

Contact: 

Web site: wvv%v.gao.gov-/fi’auclneb'frauclnet.ivttn 

E-mail: fraudnet@gao.gov 

Automated answering ^tem: (800) 424-5454 or (202) 512-7470 

Congressional 

Relations 

■ 

Gloria Jarmon, Managing Director, .JanuonG@e.a<i.g,)v (202) 512-4400 

U.S. Government Accountability Office, 441 G Street NW, Room 7125 
Washington, D.C. 20548 

Public Affairs 

Paul Anderson, Managing Director, AndersonPl@gao.g:)\- (202) 512-4800 

U.S. Government AccoimtabUity Office, 441 G Street NW, Room 7149 
Washington, D.C. 20548 


PflrfVTED ON RECYCLED PAPER 



90 


Mr. Hostettler. Thank you very much, Ms. Aronovitz. 

At this time, we will turn to questions from the panel. First of 
all, Ms. Aronovitz, you state that there has been a 40 percent de- 
cline in the past 10 years of physicians using the J-1 visa to come 
to the U.S. for medical training. Can this he attributed to increased 
usage of the H-IB visa? 

Ms. Aronovitz. We don’t really know. There are no data that 
really break out the physicians using H-lBs and J-ls specifically 
for that comparison. 

But a lot of the States who have answered our survey and other 
work we’ve done have contemplated different reasons. And one of 
the reasons that some States believe there is a reduction is the fact 
that H-IB visas are being used. So that is a valid thought on the 
part of very many people. 

Mr. Hostettler. Thank you. 

Congressman Moran, as you testified, the J-1 visa has been in- 
strumental in providing physicians to underserved areas all across 
your district. The National Health Services Corps, as you know, 
through HHS provides loan repayment for U.S. citizen health care 
providers who agree to work in rural areas as well as scholarships 
to individuals who will dedicate time of service in rural areas. 

Is your experience with that program such that you believe that 
that could be expanded “in lieu of’ the J-1 visa program? Do they 
complement one another? How would you 

Mr. Moran. Mr. Chairman, I was about to answer your question 
“yes” until you said “in lieu of” I do think that both programs are 
very important. They attract, they focus on additional resources to 
provide health care providers, but they’re two different populations. 
They serve the same population, but you’re dealing with different 
applicants, different types of physicians, folks who come to the 
health care profession in different ways. 

And so, both are very important to us. I would not at all dimin- 
ish the role that the National Health Service plays in helping pro- 
vide physicians, encouraging physicians to locate in underserved 
areas. But I don’t envision, based upon even the testimony we’ve 
heard today, the number of physicians that are available from U.S. 
medical schools remains so tight that I think it takes both pro- 
grams and even more to meet the needs of underserved areas. 

So clearly not in lieu of and any way that we can expand and 
create a greater incentive. One of the things — we have our own 
State program as far as loan repayment for physicians through a 
State law. And many physicians have discovered that they can 
have their loans paid off through recruitment process if they’ll lo- 
cate to a more urban or suburban setting. 

And so, with the loan program opportunities that are there, I 
think that just because more money can be made elsewhere, we’re 
inducing a number of our physicians to — even though they have the 
loan program — to have their loan paid off by a community that’s 
recruiting them to a different setting. 

Mr. Hostettler. Thank you. 

Mr. Crosby, as you note in your testimony, one of the goals of the 
osteopathic profession is training primary care physicians for rural 
areas. How do you recruit and attract students to your colleges and 
specifically to serve rural areas? 
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And a second question would be do you believe that the J-1 visa 
waiver program for physicians should be expanded, as some have 
suggested, if not here, then elsewhere? 

Mr. Crosby. I really couldn’t comment on the second question in 
terms of expansion of the J-1 program itself But again, if there’s 
a more specific question in terms of supporting that. I’d be happy 
to address it. 

With respect to your first question. I’ll just give you the example, 
Mr. Chairman, one of our newest schools is in Pikeville, Kentucky, 
the heart of Appalachia. And what they do is through the applica- 
tion process, try to recruit entering osteopathic medical students 
from the region who want to go into primary care and pledge to 
stay in that part of the country to practice medicine. 

And about 80 percent of the students coming in want to go into 
primary care, and they’ve graduated two classes now, and 80 per- 
cent are staying in Kentucky, northern Tennessee, West Virginia, 
to do just that. So if you tie the application process and you screen 
the applicants with the right mind set, I think you can achieve 
those goals. 

Mr. Hostettler. Thank you. 

Mr. Salsberg, is it fair to say that a number of qualified potential 
medical students are turned down each year because there is a 
shortage of medical school slots? 

Mr. Salsberg. Yes, we think there are many Americans who 
would be qualified to go to allopathic medical schools if we expand 
our capacity. That’s one of the reasons we’ve recommended the ex- 
pansion among our members. 

Mr. Hostettler. Thank you. 

The Chair recognizes the gentlelady from Texas, Ms. Jackson 
Lee, for 5 minutes. 

Ms. Jackson Lee. I thank the Chair very much. 

I think I want to be clear on the record that I do not believe the 
J-1 visa is a replacement for the growing need of physicians here 
in the United States. And I do think it’s important that even be- 
yond the jurisdiction of this Committee, that we focus the Congress 
on what is obviously a rising need that will reach, I think, a crisis 
level sometime over the next decade. And that is, of course, the 
need for doctors across America. 

At the same time, I think that we have solutions that we can ad- 
dress and utilize as we speak, and so I think it’s important to look 
at the immediacy of the problem and address it accordingly. 

Congressman Moran, you’ve heard me make several points which 
I am interested in, and I will have a document to submit from 
the — and I ask unanimous consent to submit the statement of the 
National Health Care Access Coalition into the record, Mr. Chair- 
man. 

Mr. Hostettler. Without objection. 

Ms. Jackson Lee. And I’ll also take some quotes from this. But 
would you support a redistribution of the unused visa waiver 
shots — slots, rather? 

Mr. Moran. Well, I was interested in the testimony of the GAO. 
I do think, and I wouldn’t want to admit that my State is one of 
those that would consider itself a less desirable location. But I do 
know that there is a fear among some States that if redistribution 
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is allowed, that physicians are less likely to locate in what at least 
a physician considers to be a less desirable location for practice. 

I think this is — on the other hand, I think that it’s important 
that those States who desperately need additional physicians and — 
have access to those physicians. So I think there is a way 

Ms. Jackson Lee. We have to fix it, so that we don’t — ^we 
don’t 

Mr. Moran. We don’t want to discourage the least — “the least de- 
sirable” locations from being 

Ms. Jackson Lee. Allegedly. Allegedly. 

Mr. Moran. Allegedly. But we also need to recognize there is a 
demand in States. Texas has to be an example. It’s just such a 
large State, that 30 in Kansas is much more beneficial than 30 in 
Texas. 

Ms. Jackson Lee. Absolutely. And I will cite some evidence of 
that. But let me also get your thoughts because this is what this 
Committee will have to address. The Chairman mentioned it. The 
movement away from J-1 visas to the H-IB visas, and do you have 
some thoughts on how we can legislatively address that question 
because it is a real concern? 

Mr. Moran. Well, I’ve not given a lot of thought to the H-IB visa 
issue. It is a competitor to this program, and the distinction is that 
it doesn’t meet the needs of underserved areas. And so, from my 
perspective, we — for reasons of access to health care and reasons 
of health care costs — we need more physicians serving patients in 
the United States. 

And so, I wouldn’t want to take away from the physicians that 
come here under the H-IB. But clearly, we’ve got to focus the ef- 
forts at those areas of the country, urban cities and rural America, 
that desperately need physicians. 

I think that, generally, we’re going to find that the more pros- 
perous areas of the country will be able to obtain physicians, and 
so the competition between the two programs I think has to be — 
the balance of that has to be in favor of those places that are un- 
derserved. It’s a life and death issue. 

Ms. Jackson Lee. Having the Texas Medical Center near and 
around my congressional district and parts of it in my congres- 
sional district, the distinction is important. The J-1 visa is tem- 
porary, and I think whatever reform we do — whether it’s an exten- 
sion and other aspects that we need to reform, we should focus on 
that — that they go to underserved areas and they are immediate. 

H-IB visas are individuals in on research, post docs, specialties 
that allow them to go to the choice areas. In fact, the medical cen- 
ters and prime hospitals and others use H-IB visas to get the tal- 
ented of the talented. 

Not in any way to deflect on the J-1, but they are in a different 
category, and I think we should note that. So that we don’t under- 
mine the value that J-1 visas have, and there is that distinction 
that should be made. 

Mr. Moran. We can’t blur that distinction because we will lose 
the effectiveness of the J-1 visa program. 

Ms. Jackson Lee. I agree with you. Let me ask Ms. Aronovitz. 
You didn’t get a sense, and you’re in the midst of a study, or have 
you 
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Ms. Aronovitz. Yes. We have — we do have our results. We 
haven’t analyzed them fully yet. But we do have some preliminary 
results. 

Ms. Jackson Lee. Then the basic — you get a sense that those 
who are participating or States that are participating view the J- 
1 visa as a positive asset to improving or assisting them in health 
care in their States, respective States? 

Ms. Aronovitz. Most definitely. And as I said, most every State 
last year used at least one of their visa waiver slots. 

Ms. Jackson Lee. So you did not come away, though you’re still 
analyzing, with a massive call for elimination? 

Ms. Aronovitz. That’s correct. 

Ms. Jackson Lee. Mr. Chairman, may I ask unanimous consent 
to put the statement — I asked that. But also — and I will quote from 
them, the Texas Department of State Health Services. I ask unani- 
mous consent to put that letter in the record as well. 

Mr. Hostettler. Without objection. 

The Chair recognizes the gentleman from California for 5 min- 
utes. Mr. Lungren? 

Mr. Daniel Lungren of California. Thank you very much, Mr. 
Chairman. 

Mr. Moran, I was not in Congress when this program was first 
established, but it obviously was established on a temporary basis. 
Was that because it was to be a pilot project? 

Was that because there was a thought that this need for under- 
served areas would be a stopgap in that somehow we were going 
to, through other mechanisms, provide for these underserved 
areas? What was the nature of the short term or sunset of it? 

Mr. Moran. Mr. Lungren, I have the same excuse that you do. 
I was not in Congress when the program was started, and there 
may be others that have the expertise at the table to answer your 
question. 

The Conrad 20 program in 1994, I think, was an effort to give 
States an opportunity that they did not have, and the Federal Gov- 
ernment’s process was so slow and cumbersome for the J-1 visa 
program administered by Federal agencies that my guess is that 
Congress said let’s try this. Let’s see how it works. And I think the 
results today, 10 years later, is it is important and vital. 

I also know that in the timeframe which I was here, part of the 
issue was related to the extension followed post 9/11, followed 9/11. 
And there was interest in making the program temporary so that 
we could determine that the necessary security risks were being 
evaluated by now our Department of Homeland Security to make 
certain that those visas that were being approved in no way were 
causing any threat to the national security. 

So I think we’ve been through a series of times in which Con- 
gress wants to see how the program is working. And then, most re- 
cently, it’s been let’s make certain that there are no security risks 
involved in the program. 

Mr. Daniel Lungren of California. In my first tenure as a 
Member of Congress, I recall we were dealing with the question of 
underserved areas at that time. And there was some question as 
to why these were underserved areas. I mean, we don’t want to use 
the word “choice” areas versus “nonchoice” areas. 
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And one of the things that I recall being discussed at that time 
was that physicians like to be kept up to date in their profession. 
That they are assisted in doing that by being surrounded by other 
physicians, by quality medical staffs, by having some access to 
teaching hospitals, if at all possible. 

And so, in some ways, people were suggesting at that time or a 
number of voices suggested at that time we needed stopgap meas- 
ures to have doctors go for short periods of time to underserved 
areas, knowing they wouldn’t stay there for a long time. 

But there was the hope expressed that with technology in the fu- 
ture, that physicians might look at some of these areas as the 
choice areas for living purposes and that technology would allow 
them to fill that gap of information and reflection and exposure to 
colleagues and to outstanding teaching hospitals and teaching cen- 
ters. 

I guess my question would be to all of you on the panel, if you 
would give me some idea as to whether that last thought has prov- 
en to be unsuccessful or that it has, in fact, proved that we can at- 
tract more physicians to these areas that were previously under- 
served. And I’m talking about rural areas, as opposed to inner city 
right now. 

And that would help me in looking at the legislation as to wheth- 
er or not when we make it permanent, we’re making it permanent 
because we think this is going to continue to be a problem forever. 
Or is this — ^have we not seen any change in terms of attracting doc- 
tors to the more rural areas in spite of the fact that they now have 
these technological fixes in a sense to be able to keep up with the 
practice, be exposed to new possibilities in medicine and so forth? 

Mr. Moran. Mr. Lungren, I can only speak from my experience, 
and I’ve worked with communities to recruit physicians. It does not 
seem to me that circumstances are getting any better, that the 
challenge is just as great as it has been in the past, and it’s related 
to not only the issue that you suggest about the desire of collabora- 
tion with other physicians. 

It’s issues related to lifestyle and the sense of physicians today 
do not want to be on-call 7 days a week, 24 hours a day. And that’s 
often the necessary practice in a small community. It’s much easi- 
er — 

Mr. Daniel Lungren of California. They’re not going to Tues- 
day to Thursday schedules, are they? 

Mr. Moran. We have not gone to Tuesday to Thursday sched- 
ules. But with the arrival of advanced nurse practitioners, physi- 
cian assistants, I think that’s the one bright spot that I see as far 
as attracting and retaining physicians in rural America. We have 
additional assistant help. 

We do have telemedicine that’s available in my State. It’s more 
now used for some consultation with experts, specialists at the Uni- 
versity of Kansas School of Medicine. But more likely than not and 
perhaps unfortunately, it’s used for continuing medical education 
for not only physicians, but nurses. It has not become a replace- 
ment for hands-on physician practice. 

Mr. Hostettler. The gentleman’s time has expired. Without ob- 
jection, the gentleman will be yielded an additional 2 minutes for 
the rest of the panel to respond. 
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Mr. Crosby. Congressman, I think you raise a very good point. 
Technology offers a lot of promise in rural areas. Our own organi- 
zation now provides 9 hours of credit for continuing medical edu- 
cation programs that doctors can get over the Internet. And their 
access to the latest information from the New England Journal of 
Medicine to a news-breaking development with pharmaceuticals or 
whatever is immediate access. 

However, there are also I think a changing environment in terms 
of just lifestyle. I met — I was in Des Moines last week. I met a 
young doctor who had started out in Phoenix, got fed up with man- 
aged care, and has relocated to rural Iowa just because he wanted 
a different style of practice, which was very attractive to him. 

The one thing that I don’t think you can answer in terms of rural 
areas with technology or not is the whole sense of camaraderie, 
which you mentioned in your opening remarks. 

Another young physician that the National Health Service Corps 
sent out to an island off of Alaska would see 90 patients a day, but 
he couldn’t last more than 2 weeks without having to fly to the 
mainland just to see other physicians, talk to them about things 
that had come up in his practice, and basically cope with that emo- 
tional stress of being out there alone without anybody else to fall 
back on if you need it. 

But technology will answer a lot of questions over time. It al- 
ready is. 

Ms. Aronovitz. One thing I can add is in our survey, we actually 
asked States whether they’ve seen an increase or a decline in inter- 
est in J-1 visa waiver physicians applying to the different States, 
and it was an open-ended question, and only 21 States chose to an- 
swer the question. 

But of the 21, 15 States said that they’ve seen a definite decline 
in interest or in the number of applications by J-1 visa physicians 
or visa holders. Six States, on the other hand, said they’ve actually 
seen an increase specifically in nonprimary care areas, like special- 
ists. 

But two-thirds of the ones that answered really did see a decline, 
and some actually attribute it to the possibility that physicians 
were coming for graduate medical education on H-lBs. 

Mr. Salsberg. You know, the problems of physician distribution 
have been with us for a long time and are likely to be with us for 
a long time. And as I mentioned earlier, I think looking at the com- 
prehensive situation, looking at the National Health Service Corps 
is really the best strategy. 

Relying on J-1 visa physicians, who are making an important 
contribution but are a shrinking number, has to be of concern as 
the number of underserved areas, about 20 percent of Americans 
live in federally designated underserved areas. So the J-1 stream 
is clearly not going to be a sufficient stream in looking at the whole 
question of how can we help address maldistribution is really what 
we would recommend. 

Mr. Hostettler. I thank the gentlemen. 

The Chair will now entertain a second round of questions, and 
I will ask just one question in that second round. And that is of 
you, Ms. Aronovitz. 
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You note in your testimony that, in 1995, the number of waivers 
for foreign physicians exceeded the number of physicians partici- 
pating in the National Health Service Corps that I mentioned ear- 
lier, the primary means for providing physicians to underserved 
areas. 

Was there a decline in the usage of the NHSC, the National 
Health Services Corps, as a result of the increased usage of the 
waiver program, or does your data — can your data tell you that? 

Ms. Aronovitz. We have — we don’t have enough detailed data to 
really understand some of the implications. But clearly, we haven’t 
seen that strong a relationship or that correlation. And in fact, now 
we see that J-1 visa waiver physicians represent about one and a 
half times the number of National Health Service Corps doctors 
that are in the field. 

Mr. Hostettler. Thank you. That’s helpful. 

The Chair recognizes the gentlelady from Texas for purposes of 
second round of questions. 

Ms. Jackson Lee. Thank you, Mr. Chairman, and I should be 
narrow in my comments. 

I think the answer to your last question really has to do with 
what has been noted by the National Health Care Access Coalition, 
which is the numbers suggest that we need to expand to 200,000 
doctors, and that there are currently only fewer than 800,000 doc- 
tors and that there will be a growing shortage over the next, as I 
indicated, couple of decades. So we’re facing a shortage, and I think 
there have been many suggestions here that we could utilize. 

Mr. Crosby, I just — what is the training of your physicians in 
your specialty? 

Mr. Crosby. Osteopathic physicians have the exact same train- 
ing as allopathic physicians. Go to 4 years of medical school. Per- 
haps an internship, and then 3 or 4 or 5 years of residency train- 
ing. 

We deliver babies. We do neurosurgery. We provide osteopathic 
manipulative treatment. The whole scope of care is available 
through osteopathic physicians, and we’re proud to have one of our 
medical schools in the Forth Worth/Dallas area. Sorry it’s not in 
Houston. 

Ms. Jackson Lee. And the name of it? 

Mr. Crosby. The Texas College of Osteopathic Medicine, affili- 
ated with the University of North Texas. 

Ms. Jackson Lee. And I think, as I listen to you, I think you 
even with the expanded ideas that you’ve offered, and I happen to 
support a lot of them 

Mr. Crosby. Thank you. 

Ms. Jackson Lee [continuing]. That you still fall in a category 
that what you’re wanting, we’ve got to produce more? 

Mr. Crosby. Yes. 

Ms. Jackson Lee. And you have my wholehearted support on 
that issue, and I’m going to be studying your testimony quite ex- 
tensively because I think there can be some cross-pollenization be- 
tween, though one might not think. Judiciary and the Energy and 
Commerce. 

I think that does not speak to or speak against the immediacy 
of the J-1 visa, which I want to keep in a temporary framework. 



97 


And I will offer then simply, Mr. Chairman, the suggestions 
made by the coalition for health care access coalition — the National 
Health Care Access Coalition, which is recommending permanently 
authorize the Conrad program, increase the size of the Conrad pro- 
gram to 40 slots per State, and allow unused slots to be used by 
States that need them. And again, I think we can do so by making 
sure that we have the right kind of structure that it is not abused. 

I then want to make note that there are six pages here of States 
and actual facilities that are asking for J-1 visas, and they do in- 
clude the great State of Indiana and the great State of Texas. 

I also want to make note of a comment from — that was written 
in the Denver Post, reported on a Dr. Amanpour, and the quote is 
that the doctor’s importance is described. “He’s keeping us alive. 
The doctor’s fantastic. Without a physician, our nursing home is in 
jeopardy.” 

And one of the victims of small numbers of doctors are nursing 
homes. Very few and I would say competent, qualified, or either 
people right on the edge might not want to go in that direction, and 
our senior citizens need health care. And so, my question is to Dr. 
Salsberg. 

Do you see the need of the parallel of these temporary visas for 
use as well as the growth that we need to do in our medical profes- 
sion here in the States? 

Mr. Salsberg. Definitely. I mean, we definitely need to encour- 
age expansion of U.S. medical schools to meet current and future 
medical needs. The concern on the J-1 program, as you know, was 
that that was a program designed to assist, as the Chairman said, 
less educated — assist physicians obtain education in America, 
training in America that could be of use to less developed parts of 
the world. 

And so, I think we need an awareness of those concerns. And 
AAMC is looking at what can we do to assist other parts of the 
world in terms of improving their medical education and training. 
So it really should be a two-way street of what can we do to help 
them. 

Ms. Jackson Lee. Absolutely. And we hope that it is a two-way 
street as they come and utilize and that they take their training 
back to the nations, particularly developing nations. 

My last point is to cite from the Texas Department of State 
Health Services, and just to show you the starkness of the need. 
Looking at specialties in 2004, there are approximately 228 physi- 
cians per 100,000 population for the United States. While in Texas, 
the ratio was 155 physicians per 100,000, or 30 percent below the 
national average. 

Although we, as I said, want to reinforce the value of our home- 
trained physicians, we also know that the immediate need is to try 
to solve some of these problems and, of course, Texas has asked for 
50 even above the 40 that’s been recommended. 

But I close by simply saying to Congressman Moran, do you feel 
comfortable that we can so structure the J-1 program that we an- 
swer a lot of the concerns that have been expressed here today? 

Mr. Moran. I have little doubt that if we work together as Mem- 
bers of Congress and with the profession, our States, that we can 
find a satisfactory solution. That doesn’t solve the demands for 
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physicians, but moves us in the right direction so that more people 
can receive adequate health care. 

Ms. Jackson Lee. I thank you, and I thank the Chairman. I 
think this was an important hearing. I thank the GAO for the work 
that they’re still doing and the witnesses that were here today. 

I yield back, Mr. Chairman. 

Mr. Hostettler. I thank the gentlelady. 

I want to thank the panel of witnesses for your input and con- 
tribution to the record. It’s been most helpful, and to advise Mem- 
bers that they have 5 legislative days to make additions to the 
record. 

The business before the Subcommittee being completed, we are, 
without objection, adjourned. 

[Whereupon, at 3:10 p.m., the Subcommittee was adjourned.] 
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Material Submitted for the Hearing Record 

Prepared Statement of the Honorable Sheila Jackson Lee, a Representative 

IN Congress from the State of Texas, and Ranking Member, Subcommittee 

ON Immigration, Border Security, and Claims 

This is a legislative hearing on the Physicians for Underserved Areas Act, H.R. 
4997, which was introduced by Congressman Jerry Moran on March 16, 2006. It 
would make the J-1 Visa Waiver Program permanent. 

The J visa is used for one of the educational and cultural exchange programs. It 
has become a gateway for foreign medical graduates to gain admission to the United 
States as nonimmigrants for the purpose of graduate medical education and train- 
ing. The visa most of these physicians enter under is the J-1 nonimmigrant visa. 

The physicians who participate in the J-1 visa program are required to return to 
their home country for a period of at least two years before they can apply for an- 
other nonimmigrant visa or legal permanent resident status, unless they are grant- 
ed a waiver of this requirement. 

In 1994, Senator Kent Conrad established a new basis for a waiver of this re- 
quirement with an amendment to the Immigration and Nationality Act. It was 
known then as, “The Conrad State 20 Program.” It permitted each state to obtain 
waivers for 20 physicians by establishing that they were needed in health profes- 
sional shortage areas, known as “HPSAs.” 

On November 2, 2002, the Conrad 20 program was extended to 2004, and the 
number of waivers available to the states was increased to 30. This program, which 
is now referred to as the “Conrad 30”or “State 30” program, expired on June 1, 
2004. On December 3, 2004, it was reinstated and extended to June 1, 2006, which 
is only a few weeks from now. Congressman Moran’s Physicians for Underserved 
Areas Act would eliminate the need for future extensions by making the program 
permanent. 

When the Conrad 30 program was established in 1994, most of those studying the 
supply of physicians in the United States were concerned about the distribution of 
physicians, as opposed to the total number of doctors being trained. It is now gen- 
erally recognized that we are facing a severe physician shortage. The Health Policy 
Institute estimates that the shortage could grow to as much as 200,000 by 2020, 
an astounding possibility in view of the fact that the physician population in the 
United States currently is only about 800,000. 

The failure to forecast this severe physician shortage may explain why from 1980 
until last year no new medical schools opened in the United States. According to 
the Health Policy Institute, the United States needs to produce an extra 10,000 phy- 
sicians per year over the next decade and a half in order to meet the demands of 
the country. This number assumes that the number of foreign educated physicians 
will remain constant. 

Senator Conrad and I asked the General Accountability Office (GAO) to do a sur- 
vey of state views on the Conrad 30 program. All 50 states filled out a GAO ques- 
tionnaire and promptly returned it to GAO. One of the GAO investigators will tes- 
tify about the results of the survey, so I will just point out a few key findings. 

Approximately 80% of the states reported that the annual limit of 30 waivers per 
state is adequate. Only 13% reported that it is inadequate. Eleven states estimated 
that they need between 5 and 50 more waiver physicians, which would total 200 
more waiver physicians. In FY2005, 44 states did not use all of their allotted waiv- 
ers. The total of the unused waivers for that year was 664. Of these 44 states, 25 
reported they were willing, or willing under certain circumstances, to have their un- 
used waiver allotments redistributed. These states had a total of 398 unused waiver 
allotments in FY2005. 
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The J-1 visa waiver program has heen in effect now for more than a decade. In 
addition to being a good source of additional physicians, it ensures that the addi- 
tional physicians will go where they are most needed, health professional shortage 
areas in both rural and urban settings. I urge you therefore to support Congressman 
Moran’s Physicians for Underserved Areas Act to make the program permanent. 
Thank you. 


Prepared Statement of the Honorable Kent Conrad, a U.S. Senator erom 
THE State of North Dakota 

Mr. Chairman, thank you for this opportunity to testify on the “Conrad State 30” 
program as you discuss its reauthorization. I appreciate your interest in addressing 
the physician shortage in the United States with programs such as this. 

When the Conrad 20 program was enacted, approximately 85 percent of North 
Dakota’s counties were designated, either in part or in total, as health professional 
shortage areas (HPSAs). The purpose of this program was to increase the supply 
of physicians to rural America. This very successful program has since been ex- 
panded to the Conrad State 30. It is heavily relied upon by a majority of the states, 
especially rural states like North Dakota. 

Before the Conrad 20 program was created, North Dakota’s hospitals and clinics 
had to use the federal J-1 visa waiver, which required a federal agency to certify 
the need for a physician. On one occasion, a facility in North Dakota was forced to 
use the Coast Guard as the interested federal agency. I was grateful that the Coast 
Guard, which has a small station in LaMoure, was willing to assist the local com- 
munity in obtaining a needed medical professional. But relying on the Coast Guard 
to decide if a town in North Dakota needed a physician made no sense. 

That is why I authored the Conrad State 20 program. It allows an interested 
State agency to make the determination that previously could only be made by a 
Federal agency. Not only are States more qualified to confirm health shortage areas, 
the program also uses HHS designated shortage areas as a baseline requirement, 
with the exception of five waivers that can go to physicians who will be placed in 
a facility that largely treats patients from HPSAs. Since 1994, this program has cut 
in half the number of family practice physician vacancies in North Dakota. It is 
critically important to rural hospitals and clinics in my state and across the country 
that this program be reauthorized. 

However, a serious drop in Conrad State 30 applications has North Dakota hos- 
pitals deeply concerned. For instance, St. Luke’s Hospital in Crosby, ND, reports 
that it used to have as many as 150 J-1 physician applications for an opening. Now, 
it has had a five-month vacancy, and only a handful of candidates have applied. 
Many users of the program believe the shrinking pool of J-1 visa waiver doctors is 
due to foreign physicians turning to H-IB visas in lieu of J-1 visas for their grad- 
uate medical education. 

Like Chairman Hostettler, my constituents have noticed the disparity in how J- 
1 physicians in residency are treated compared to those on H-IB visas. Residents 
on J-1 visas must go home and contribute to their country’s underserved for two 
years, or stay here and contribute to ours for three. But those on H-IB visas are 
excepted from either requirement; they are free to practice an}rwhere in the United 
States when they complete their residency programs. I believe we need to explore 
options to level the pla3dng field, such as requiring residents on Hl-B visas to serve 
three years in underserved areas. 

I would also like to take this opportunity to express my strong concerns about pro- 
posals to re-distribute unused waivers from states like North IDakota to states that 
use all 30 of their Conrad 30 slots. With a shrinking overall pool of J-1 visa waiver 
doctors, any proposal to redistribute unused slots risks further reducing the number 
of these doctors who will apply to serve in North Dakota. In the words of Tioga 
Medical’s President, “By allowing physicians to wait for the redistribution of slots 
to occur, a physician can opt to wait for states that may be more lucrative in weath- 
er conditions, culture, or other amenities.” He is right. According to the Government 
Accountability Office, redistribution would likely benefit a handful of more populous 
states to the detriment of very rural states with facilities that have the most dif- 
ficulty with recruitment. 

The Conrad 30 program has made a very real contribution to augmenting the phy- 
sician supply in rural areas that need qualified primary care physicians and special- 
ists in critical areas of medicine such as diabetes, cardiology and orthopedic medi- 
cine, just to name a few. However, eighty-one percent of North Dakota’s counties 
remain HPSA-designated some twelve years later. With the physician shortage in 
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this country projected to reach 200,000 by 2020, the Conrad 30 program is needed 
now more than ever. 

Since its inception, we have had to reauthorize this program many times — every 
two years since 2000. Such uncertainty is unnecessary. Our rural areas need to 
know they can count on this program for years to come. I urge the Committee to 
support the Physicians for Underserved Areas Act to permanently authorize this 
critical program for rural America and ask that the articles that I’ve included with 
my testimony be submitted for the record. 
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The National Health Care Access Coalition is an organization comprised of health care 
employers, physicians and attorneys who advocate for physician immigration. We have 
worked for more than a decade to bring crucial physician immigration issues to the 
attention of Congress and we have worked with the various state and federal agencies that 
play a role in physician immigration to improve the process. 

We support H.R. 4997 and believe it is crucial to ensuring access to health care for 
thousands of communities across America. 

After the American students fill these positions, there are still 5,000 to 7,000 positions 
available in these graduate medical programs. These remaining slots are made available 
to graduates of foreign medical schools. And a substantial portion of this pool of 
international medical graduates (IMGs) comes to the US on the J-1 visa. A key 
requirement of J visa is that the doctor returns to his or her home country for two years 
upon completion of their program. A doctor agreeing to serve three years in a medically 
underserved community can remain in the US, however, with the support of an interested 
federal agency or, under the Conrad 30 J-1 waiver program, a state health agency. 

On June 1, 2006, the Conrad 30 program is set to begin its sunset. Since the vast majority 
of J-1 waivers for doctors are granted by state health agencies, this will effectively end 
underserved area waivers for foreign physicians. Given the fact that thousands of 
communities around the US have benefited from J-1 waivers over the last two decades 
and given the well-recognized physician shortage in the US, this would represent a 
dramatic policy change for the country. 

We believe that the J- 1 Conrad waiver program has proven its worth and that instead of 
allowing the program to sunset, it should be permanently reauthorized and improved to 
allow even more doctors to remain in the US to provide valuable services to communities 
in need across America. 

The Physician Shortage 


Major organizations from the American Medical Association to the Council on Graduate 
Medical Education to the American Hospital Association to the Association of American 
Medical Colleges all agree that there is a serious physician shortage that will rise to crisis 
proportions over the next 15 years. 

However, the shortage may be so severe that our best efforts may not be enough to solve 
the problem. According to the Health Policy Institute, the gap between available 
physicians and those needed by the country will expand to nearly 200,000. There are 
currently fewer than 800,000 physicians in the country so this shortage is large enough 
that it will likely affect most Americans. 

The shortage can be blamed on numerous factors including 
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• The country’s population is aging rapidly and the number of elderly Americans is 
growing much faster than the physician supply; 

• The overall US population has grown by nearly 30 million since the last US 
medical school opened 

• Technological advances have made numerous new medical treatments available 
that have increased the demand for physician services 

• According to AAMC, the physician workforce is also aging. Today, 
approximately 200,000 doctors - nearly 1/3 of all active US physicians — are over 
55; 

• Younger physicians are choosing to work shorter hours than their predecessors; 
and 

• Half of the new medical doctors are women and they are gravitating to 
“controllable lifestyle” specialties (particularly primary care). They are also 
generally working fewer hours and seeing fewer patients per hour than their male 
counterparts and are frequently leaving the profession either temporarily or 
permanently when they have children. And studies show they are less likely to be 
attracted to rural positions thus making the shortages even worse in those 
communities. 

This shortage will lead to a number of very serious problems for American patients: 

• Long waits to see physicians; 

• Slcyrocketing physician salaries which, in turn, will put inflationary pressure on 
health care costs and availability of health insurance; 

• Refusals by physicians to see Medicare and Medicaid patients; 

• Lack of locally available physicians to an increasingly large geographic section of 
the country; and 

• Increasing gap in availability of doctors between wealthy communities that can 
afford higher physician salaries and impoverished communities that cannot 
compete financially. 

These issues are not unique to the United States. Much of the developing world has an 
aging population, women have had greater access to joining the health care profession, 
and many of the other factors mentioned earlier in this article apply outside the US as 
well as in the US. In fact, the US is not the leader when it comes to the percentage of our 
doctors who are international medical graduates. 

According to the World Health Organization, the leader in recruiting IMGs is New 
Zealand with 34% of its doctors being educated elsewhere and the United Kingdom 
closely following at 33%. Australia’s IMG population is 21% and Canada is at 23%. The 
US falls in the middle of this pack. 
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The reality is that while the US may feel guilty about recruiting physicians trained in 
developing countries and possibly exacerbating a brain drain in some markets, the fact is 
a doctor will often choose to go to another developing country if they are not permitted to 
remain in the US. Several countries, Australia being a prime example, have recently 
instituted “red carpef’ visa programs to make it easy for physicians trained in the US to 
move there. The question then becomes not whether we should force doctors to leave so 
they can go home but whether we should be subsidizing the training of doctors for 
wealthy competitor countries. 

The only true way to address a brain drain is to address the push factors that cause a 
doctor to immigrate - poor working conditions, civil unrest, crime, corruption, etc. Until 
living conditions and career opportunities improve in a country, a physician will 
rationally make the choice to emigrate. And if a physician is going to emigrate, the 
question then becomes how to make the US the destination to help address our own 
country’s shortage. 


The Role ofJ-l Physicians in Addressing ihe Shortage 

There are thousands of stories - some small, some great - of J-1 waiver doctors who have 
saved lives and dramatically improved the quality of life in communities across the 
country. 

Examples include 

• Osmond Hospital in Osmond, Nebraska. According to CEO Celine Mlady: 

“Wiihoui this program our hospital would he in dire straits. We recently 
recruited a foreign horn physician and because of this program are working 
towards having him start work mid summer. We recruited for several months 
and had absolutely no interest fi'om American born physicians. I am very 
grate ful that this program exists. ” 

• Cumberland Medical Center in Crossville, TN. According to Vice President 
Ronald Bodary: 

We have tried to recruit American born and trained specialty physicians, but were 
unsucces.sful in our efforts or if we were able to recruit we could not retain them. 
In the past 2-5 years, through the Conrad Program we have .successfully recruited 
an Endocrinologist, a Neurologist, a Rheumatologist and a Pulmonologist to our 
rural community. Each ofthe.se physicians have become a vital part of the 
community and hospital .serving patients fiom our county as well as five other 
.surrounding counties who do not offer these services. In addition, when we were 
more underserved and had access to primary care physicians, we were able to 
replace retiring physicians through that program. We have retained 7 physicians 
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through that program who are active practitioners in this community providing 
access to care for patients in the Upper Cumherlands. 

• Just this week, the Denver Post reported on Dr Saeid Ahmadpour, a physician in 
Cheyenne Wells, Colorado who is the only physician serving the county. The 
article quoted various members of the community who described the doctor’s 
importance: 

“He 's keeping us alive. ” 

“The doctor 's fantastic. ” 

“Withmit a physician, our [nursing] home is in jeopardy. " 


How can physician immigration rules be changed to ameliorate the situation? 

The National Healthcare Access Coalition makes the following recommendations for 
extension and improvement of the Conrad 30 waiver program. 

1. Permanently Authorize the Conrad Program. 

We suggest prompt passage of H.R. 4997 and applaud Congressman Moran and Pomeroy 
for their work on this important program. The Conrad 30 physician waiver provisions 
have now been operating for 12 years. Every state in the country has created a program, 
which has enabled states to bring physicians to the neediest areas of the U.S. Not a single 
state has terminated its participation in the program. This demonstrates that state health 
departments across the country view Conrad 30 as a valuable tool in addressing the 
severe physician shortage facing the country. 

This program was initially created on a pilot basis to allow Congress to periodically 
evaluate its benefits. The active participation by all 50 states indicates this is no longer in 
question. Therefore, it is appropriate that the Conrad Program be permanently extended 
at this time. 

2. Increase the Size of the Conrad Program to 40 Slots Per State 

The Health Policy Institute, the leading think tank in the US studying the supply of 
physicians, projects a shortfall of 200,000 physicians by 2020. The Conrad 30 Program’s 
maximum 1500 slots per year will come nowhere close to significantly alleviating this 
shortage. An expansion of slots (or even the elimination of a quota) is justified given the 
long term shortage prospects. 

3. Allow Unused Slots to Be Used by States That Need Them 

Unused Conrad 30 slots should be able to be “re-deposited” by willing states to be 
reclaimed by states that fill up their programs. In exchange for each re-deposited slot, a 
state giving up space in its program will be able to convert a remaining space to a 
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flexibility slot, i.e., allowing the state to place the physician in the most needed location. 
This is an approach that was suggested by State 30 Administrators at their most recent 
annual meeting in Washington, DC. 

4. Create An Extension of the Conrad Program for Academic Medical Centers 

University medical centers play a vital role in nearly every state in the country. They 
often provide highly specialized health care services to large geographic areas and they 
engage in cutting edge research that is needed in a world facing pandemics and other 
health care crises. Some academic medical centers that by chance happen to be in 
physician shortage areas can qualify for Conrad 30 waivers. But many of these facilities 
have large numbers of physicians concentrated in a small college town and are unable to 
qualify as underserved. So they are left unable to recruit the brightest doctors who train in 
this country. Those doctors frequently are left with no choice but to go to competitor 
institutions abroad. And even when academic medical centers can qualify for waivers, 
they often are put in the untenable position of having to compete with rural areas for a 
precious Conrad slot. An expansion of the Conrad Program by ten slots reserved for 
America’s research hospitals would greatly alleviate this problem. 


5. Improve the Supply of Physicians to Katrina-Affected Areas 

Many towns in the Gulf Coast region had difficulty finding enough doctors before 
Hurricane Katrina devastated the region. Katrina has turned this shortage into an 
immediate health care emergency. One of the less publicized effects of the storm has 
been the dramatic decline in the number of doctors in the area. Many physicians who 
evacuated quickly found jobs in other regions (not difficult given the overall national 
physician shortage) and physician groups that took years to build were dismantled 
overnight. Many hospitals in the Gulf Coast closed and displaced populations that may or 
may not return to their towns make returning to the Gulf Coast a risky proposition for 
doctors. Physician immigration can help alleviate the problem. Among the possible 
solutions are creating a blanket shortage area designation for the entire region, allowing 
affected communities unlimited numbers of Conrad waiver slots, extending the 
jurisdiction of the Delta Regional Authority and lowering the national interest waiver 
commitment time in Katrina areas to three years. 

6. Streamline Processing of Waivers and Green Cards for Conrad Doctors 

A. Remove physicians from the EB-2 Cap 

In October 2005, the EB-2 permanent residency category began to “retrogress” for the 
first time in five years. Currently, physicians from India and China must wait at least five 
years for a green card to become available. That backlog in visa availability is expected 
to extend to doctors of all nationalities this spring and the waits could stretch several 
years longer based on current projections. 
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Part of the bargain of the Conrad Program is that, in exchange for serving three or more 
years, in an underserved area, a physician will be able to have a clear path to permanent 
residency. Without available green cards, the Conrad Program’s attractiveness will be 
diminished greatly. 

This backlog is already having the effect of causing many physicians to reconsider plans 
to work in underserved communities in the U.S, and instead pursue opportunities in other 
nations like the United Kingdom, Germany and Australia. To compete with these 
developed nations for the best doctors, we recommend removing physicians altogether 
from the EB-2 immigrant visa cap. 

B Authorize Physicians on H-IB Visas to Work in Underserved 
Areas 

An increasing number of physicians are entering the U.S. on H- IB visas instead of J- 1 
visas. Many of these doctors would like to work in underserved communities upon 
conclusion of their training, but are not able to accept such positions because of the H-iB 
cap provisions. We recommend allowing an exemption from the H-IB cap for doctors 
who agree to work in underserved areas. 

Given the well-documented severe shortage of doctors in the US that is expected to last at 
least twenty years, there is no rational reason to lump physicians in with workers in other 
occupations. 

Conclusions: 

It will be virtually impossible to avoid the effects of this “perfect storm.” Instead, we 
would suggest that Congress pursue all avenues available to expand the supply of 
qualified doctors and not allow any of our existing sources of physicians to decline. 

There is no one who can credibly say that international medical graduates can alone solve 
the physician shortage, nor would most physician immigration advocates criticize 
embarking on a strategy to address the shortage that included graduating more American 
medical doctors and doctors of osteopathy and increasing the availability of non- 
physicians to assume duties that can be realistically and safely be undertaken without a 
medical degree. 

The US should be actively promoting both increasing the number of medical schools and 
medical school slots. And we need to be creating more opportunities for IMGs to remain 
in the US when their training is finished and not making a bad situation worse by cutting 
off a reliable source of physicians on which the US depends. It would be a tragic mistake 
to take steps today that would actually decrease the availability of IMGs including not 
extending the Conrad 30 waiver program. 


We support prompt passage of H.R. 4997. 
Attachment: List of Supporters 
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List of Supporters of the Conrad State 30 Program' 


T. Associations and Organizations: 

The American Hospital Association 

The American Thoracic Society 

The Association of Staff Physician Recruiters 

The Delta Regional Authority 

The National Health Care Access Coalition 


2. Hospitals and Health Care Providers: 

Arizona: The Mayo Clinic 

Scottsdale/Phoenix 

California: Clinicas Del Ramno Real 

Ventura, CA 

Clinicas de Salud Del Pueblo 
Brawley, CA 

Golden Valley Health Centers 
Merced, CA 

Shasta County Dept, of Health 
Shasta, CA 

Mountain Valley Health Centers 
Bieber, CA 

Connecticut: Danbury Office of Physician Services 

Danbury, CN 

Florida: Florida Hospital Heartland Medical Center 

Sebring, FL 

Rose Fernandez 
Community Health Centers 
Dade City and Lakeland, 

The Mayo Clinic 
Jacksonville, FLA 


* As of May 16, 2006, as indicated by Idlers to Congress or cnail coiirimiation to the National Health Care 
Access Coalition. 
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Illinois: 


Indiana: 


Iowa: 


Kansas: 


Kentucky: 


Crusader Clinic 
Rockford, IL 

Methodist Medical Center of IL 
Peoria, IL 

Aunt Martha Youth Service Center 
Chicago, IL 

Heartland Community Health Center 
Peoria, IL 

Central Counties Health Center 
Springfield, IL 


St. Margaret Mercy Healthcare Centers 
Dyer and Hammond, IN 

Terre Haute Pulmonary 
Terre Haute, IN 

Cedar Valley Medical Specialists, P C. 
Waterloo, lA 


Coffeyville Regional Medical Center 
Coffeyvllle, KS 

Kiowa County Memorial Hospital 
Greenburg, KS 

Preferred Medical Associates 
Wichita, KS 

University of Louisville 
Louisville, KY 

Appalachian Clinic(s) 

Hazard and Wooton, KY 

Appalachian Regional Heathcare 
Lexington and Hazard, KY 
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Louisiana: 


Massachusetts: 


Minnesota: 


Mississippi: 


Kentucky River Medical Center 
Jackson, KY 

Marymount Medical Center 
London, KY 


Rapides Regional Medical Center 
Alexandria, LA 


Baystate Medical Center 
Springfield, MA 

Franklin Medical Center 
Greenfield, MA 

Holyoke Hospital 
Holyoke, MA 


The Mayo Clinic 
Rochester, MN 

Dr. SurjitMoolainalla 
Arlington, MN 


Family Health Center 
Sandersville, MS 

Madison County Medical Center 
Canton, MS 

Access Family Health Center 
Smithville, MS 

Southwest MS Regional Medical Center 
McComb, MS 

Family Health Center 
Laurel, MS 

Trace Regional Hospital 
Houston, MS 
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Delta Regional Medical Center 
Greenville, MS 

North Mississippi Health Services 
Tupelo, MS 

Greater Meridian Health Clinic, Inc. 

Meridian, Shuqualuk, DeKalb, Louisville, Scooba, and Starkville, MS 

Pine Belt Mental Health Care Resources 
Hattiesburg, MS 

Warren-Yazoo Mental Health Service 
Vicksburg, MS 

Grenada Lake Medical Center 
Grenada, MS 

Weems Community Mental Health Center 
Meridian, MS 

Northwest Mississippi Regional Medical Center 
Clarksdale, MS 

HeartSouth 
Hattiesburg, MS 

Calhoun Health Services 
Calhoun City, MS 

All Children’s Clinic 
Senatobia, MS 

Nebraska: Faith Regional Health Services 

Norfolk, NE 

Nebraska Hospital Association 

Osmond General Hospital 
Osmond, NE 

BryanLGH Enterprises, aka Bryant LGH Health System 
Lincoln, NE 

New York: Columbia University/NY Presbyterian Hospital 

New Y ork, New Y ork 
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N. Carolina: 


Ohio: 


Oklahoma: 


Pennsylvania: 


S. Carolina: 


South Dakota: 


Tennessee: 


Mount Sinai Medical Center 
New York, New York 

Woodhull Medical & Mental Health Center 
Brooklyn, New York 

Tri-County Community Health Council 
Dunn, NC 

Cleveland Clinic Foundation 
Cleveland, OH 


Univ. of Oklahoma Health Science Center 
Department of Surgery 
Oklahoma City, OK 


Univ. of Pittsburgh Medical Center 
Pittsburgh, PA 

Univ. of Pennsylvania Health System 
Cardiovascular Division 
Philadelphia, PA 

Keystone Health Center 
Chambersburg, PA 

Haverford Anesthesia Associates, PC 
Havertowm, PA 

Hahnemann University Hospital (Tenet) 
Philadelphia, PA 

Hampton Regional Medical 
Hampton, SC 

Sioux Valley Clinic 
Sioux Falls, SD 

St. Jude Children’ s Research Hospital 
Memphis, TN 

Cumberland Medical Center 
Crossville, TN 
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Texas: 


Virginia: 


Wisconsin: 


University of Tennessee Health Science Center 
Memphis, TN 

Community Health Systems 
Brentwood, TN [74 hospitals in 22 states] 

Premier Family Care 
Midland, TX 

Midland Memorial Hospital 
Midland, TX 

Univ. of Texas Medical Branch at Galveston 
Galveston, TX 

Pecos County Memorial Hospital 
Fort Stockton, TX 

Family Medical Center 
Kermit, TX 

Winkler County Memorial Hospital 
Kermit, TX 

Kellum Medical Group 

San Antonio, Lytle, Lake Hills, TX 

Lee Regional Medical Center 
Pennington Gap, VA 

Halifax Regional Hospital 
South Boston, VA 

Aurora Medical Group/Aurora Health Care, Inc. 
Milwaukee, WI 

Largest Private Employer in Wisconsin 
Hospitals and Clinics throughout eastern Wisconsin 

Bay Area Medical Center 
Marinette, WI 

Milwaukee Health Services, Inc, 

Milwaukee, WI 

16*'' Street Community Health Center 
Milwaukee, WI 
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Letter to the Honorable Sheila Jackson Lee from Connie Berry, Manager, 
Texas Primary Care Office 



TEXAS DEPARTMENT OF STATE HEAETH SERVICES 


KDIJARDOJ. SANCHK/., M.l) , M.I'H. 
COMMISSIONER 


I 100 W. 49"' Sired • Aijslin. Texas 78750 
i-888-96.^-71 1 1 • http:/.'\\A\-\v.dshs.statc.tx.us 


May 12, 2006 

The Honorable Sheila Jackson Lee 
United States House of Representatives 
2435 Rayburn House Office Building 
Washington, D.C. 20515-4318 

Dear Representative Jackson Lee: 

In response to a request from Nolan Rappaport of your staff', I am providing information 
explaining the need for additional J-1 waiver slots in Texas. This is provided for your 
information in advance of the upcoming House Subcommittee on Immigration and Border 
Security Hearing on the Conrad State 30 program. 

A Health Professional Shortage Area (HPSA) is a designation made by the Secretary of the 
Department of Health and Human Services (DHHS) and indicates that the area has a ratio of one 
primary care physician or less per 3,500 people, or per 3,000 people if there is high poverty in 
the area. There are also low-income and facility HPSAs using federal criteria, as well as 
Medically Underserved Areas and Populations. These designations also have a federally defined 
criteria. 

According to DHHS, Texas has the second highest number of HPSAs in the country, with 346 
designated in the state. This is one less HPSA than California, which has 10 million more people 
than Texas. Additionally, the National Health Service Corps (a DHHS program for recruiting 
health professionals) indicates that 1,3 16 primary care physicians are needed in Texas to achieve 
a ratio of 2,000 people per physician. The designation only measures access to primary health 
care and not specialists. According to Dr Kenneth Shine, Executive Vice Chancellor for Health 
Affairs at the University of Texas System, looking at all physician specialties, in 2004 there were 
approximately 228 physicians per 100,000 population for the United States, while in Texas, the 
ratio was 155 physicians per 100,000, or 30% below the national average. 

Texas is trying to do its part by training physicians for our state and the rest of the country. 
Currently, there are 2,555 doctors in primary care residency programs in Texas. The number of 
International Medical Graduates is 798 or 31% of primary care residents. The limitation on the 
number of Conrad 30 waivers per state allows Texas to request waivers for only 30 of the foreign 
residents who complete training each year, and yet each year the state could place an additional 
50 Conrad 30 doctors in Texas where they are trained and greatly needed. 

In previous years, Texas relied heavily on the United States Department of Agriculture (USD A) 
J- 1 waiver program. Through this program, USDA processed 424 applications for waivers in 
Texas, with 297 recommendations between 1994 and 2000. After completing their three-year 
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The Honorable Sheila Jackson Lee 

Page 2 


obligation, 84.5% of the 297 doctors remained in Texas and 80% of the 297 doctors remained 
working in the HPSA where they were recommended. After the USDA program ended in March 
2002, and before Texas decided to participate in the Conrad 30 program, our office looked at this 
data and determined that the visa waiver program was a useful tool to address physician 
shortages in underser\'ed areas. The small number of Conrad program slots, which was 20 at the 
time Texas started recommending waivers, has always been a concern because it limits the state 
to improving access in such a small number of our underserved and shortage areas. 

Most of our Texas Conrad 30 doctors are still within the three-year obligation. Of the 131 
Conrad 30 waivers recommended since April 2002, only one was non-compliant, three returned 
to their home countries and two were granted Conrad 30 waivers in other states. We have had 
program compliance and satisfaction with 95% of the doctors and their sponsors. 

In addition to recruiting and retaining health professionals in Texas, the Texas Primary Care 
Office has worked to capture the national “snap shot” of the Conrad 30 program, We survey 
states annually to determine the number of waiver recommendations made by each state, as well 
as individual state policies and procedures, and prepare summaries of the survey results. 
Additionally, the office convenes Conrad 30 programs in conjunction with other national 
meetings. These meetings include representatives from Department of Homeland Security, 
Department of State, other waiver programs such as the Appalachian Regional Commission and 
DHHS. A Conrad 30 Group website is facilitated by our office to provide an opportunity for the 
Conrad 30 programs to share infonnation, ask questions, and learn from other states. This site is 
also a tool for other agencies and commissions to seek data and information about the program 
and its impact nationally. 

Thank you for this opportunity to talk about the importance of the Conrad/State 30 program to 
Texas. We can expand and improve access to health care for our communities if allowed the 
opportunity to recommend additional J-1 visa waivers. If you have any additional questions, 
please contact me at (5 1 2) 458-75 1 8 or connie.bei'p/@dshs.state.Tx,us . 

Sincerely, 


Connie Berry, Manager 
Texas Primary Care Office 


cc: Eduardo Sanchez, Texas Department of State Health Services 

Stephanie Muth, Texas Health and Human Services Commission 
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